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NEW, SAFER RABIES VACCINE 
MADE FROM 


EMBRYONATED DUCK EGGS 
averts hazards of “paralytic factor’’ 


The new rabies vaccine of duck-embryo origin was developed by 
Eli Lilly and Company to eliminate the “paralytic factor” present in 
vaccine made from brain tissue. All conventional vaccines of brain 
origin contain myelin. This substance is believed to be the causative 
factor in rabies treatment paralysis. Duck embryos contain little or 
none of the “paralytic factor.”” Also, local reactions observed during 
clinical studies! were fewer and milder than those usually encountered 
with vaccine made from brain tissue. 


early development of antibodies 


Clinically, it has been shown that rabies vaccine of duck-embryo 
origin produces antibodies in practically all patients by the tenth 
day. The early appearance of antibody compares favorably with the 
series of other investigators,? in which commercial vaccine made 
from brain tissue was used. 


a stable vaccine made of killed virus 


The virus contained in the new vaccine has been effectively inacti- 
vated without sacrifice of “potency.” In addition, it is stable for at 
least eighteen months. 
Consult your Lilly representative or write to our medical division for 
complete information. 


Supplied in 7-dose packages. At pharmacies everywhere. 


RABIES VACCINE, DRIED KILLED VIRUS 


(DUCK EMBEYO) 


1. J. Lab. & Clin. Med., 45 :679, 1956. 
2. Bull. World Health Organ., 10 :823, 1954. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


4 
man 
748002 


highly effective—clinically proved 


OLEANDOMYCIN TETRACYCLINE 


provides added certainty in antibiotic therapy particularly for 
that 90% of the patient population treated in home or office... 


Multi-spectrum synergistically strengthened 
SIGMAMYCIN provides the antimicrobial spec- 
trum of tetracycline extended and potentiated 
with oleandomycin to include even those strains 
of staphylococci and certain other pathogens 
resistant to other antibiotics. 


Supplied: SIGMAMYCIN CAPSULES — 250 mg. 
(oleandomycin 83 mg., tetracycline 167 mg.), 
bottles of 16 and 100; 100 mg. (oleandomycin 


33 mg., tetracycline 67 mg.), bottles of 25 and 
100. SIGMAMYCIN FOR ORAL SUSPENSION — 1.5 
Gm., 125 mg. per 5 cc. teaspoonful (oleandomy- 
cin 42 mg., tetracycline 83 mg.), mint flavored, 
bottles of 2 oz. “Rietenek 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 


World leader in antibiotic 


development and production 
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“MYSOLINE"” raises 
the convulsive threshold 
in grand mal 
and psychomotor attacks 


““MYSsoOLINgE;’ employed alone or in combination with other med- 
ication, controlled or markedly improved 73 per cent of 45 
patients with major motor seizures. In each instance, the previ- 
ous medication had proved to be ineffective.! 


“‘MYSOLINE,” when used as initial therapy in a series of 97 grand 
mal patients, controlled seizures in 57 per cent of the patients; 
an additional 22 per cent were improved.? 


“... after the proper dose was established, ‘Mysoline’ was well 
tolerated without [serious] side effects.” 
1. Doyle, P. J., and Livingston, S.: J. Pediat. 43:413 (Oct.) 1953. 


2. Livingston, S., and Petersen, D.: To be published. 
3. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 


LITERATURE ON REQUEST 


Supplied: Tablets, 0.25 Gm. Bottles of 100 and 1,000. 
Suspension, 0.25 Gm. per 5 cc. (teaspoonful). Bottles of 
8 fluidounces. 


“MYSOLINE: 


Brand of Primidone 


in epilepsy 


1) AYERST LABORATORIES + New York, N. Y. + Montreal, Canada 


Ayerst Laboratories make “Mysoline” available in the United States 
by arrangement with Imperial Chemical (Pharmaceuticals) Limited. 
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nfantile scurvy 


> 3% times 


Parental neglect of the prescribed antiscorbutic regimen 

is found by a southern hospital to be an important cause of 
increased infantile scurvy—nearly 1 per 1000 hospital 
admissions in 1950-54 or 32 times as high as a 

decade earlier.' Similarly, neglect of adequate citrus intake 
by many teenagers? results in frequent C-minus nutrition 
at the very age when needs for vitamin C reach a peak. 


100-150 


— 


Florida Citrus Commission, Lekeland, Florida 
1. Woodruff, C.: 
J.A.M.A. 161:448, 1956. 
2. Mack, P. B.: 
Conf. on Res. in Med., 
Lakeland, Fla., Mar., 1954 
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Serve Coke at home... make hospitality easy , 


Ice-cold Coke is a 
part of any pause 
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of original freshness 


an evacuated specimen tube 
-minimizes oxidation of rubber parts 
assures vacuum-packed freshness through storage control 
plus 
> ease of storage and convenience of dispensing 


clean and efficient —from vein to container to centrifuge without 
transfer... prevents contamination and spillage. 


economical —eliminates costly preparation and «leaning procedures. 


A laboratory test is no better than the specimen, and the speci no better than 
the manner in which it was collected. 


8-2 VACUTAINER, REG. U.S. PAT. CFE 
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with the MILLIPORE FIELD MONITORING KIT 


EMPLOYING THE BASIC MILLIPORE FILTER TECHNIQUE, 
now approved as an Acceptable alternate Method 
for coliform testing, the FIELD MONITORING 
KIT yields accurate, direct field determinations of 
the bacterial content of waters in 18 to 20 hours. 
Used in conjunction with the Millipore Field In- 
cubator, the FIELD MONITORING KIT is par- 
ticularly adapted for use in rural areas or under 
disaster conditions where laboratory facilities are 
unavailable. In use by the World Health Organi- 
zation, the FIELD MONITOR has also been 
recommended by the U. S. Navy fer use by its 
Preventive Medicine Units. 


SUPPLIED STERILE and ready for use, the FIELD 
MONITORING KIT contains two disposable 
— Monitor units which serve as combination 
Iter holders and culturing dishes, two ampules 
of liquid nutrient medium, and two plastic sam- 
pling tubes. The Kit is packaged in a convenient 
mailing box to allow easy shipment if desired. 


THE FIELD MONITORING KIT allows the sampling of 
large volumes of water, eliminates the cost and 


inconvenience of sample shipments in glass bottles, 
and requires no laboratory facilities. It is FAST, 
ACCURATE, REPRODUCIBLE AND 
ECONOMICAL. 


FIELD MONITOR top removed to show Coliform Bacteria 
Sheen Colonies developed on the MF® surface after 
18 hours of incubation. 


*By the U.S. Public Health Service 
*Write for « copy of the new color-illustrated booklet 


last tew drops of medio diseppeor 


MILLIPORE FILTER CORPORATION ° 


36 PLEASANT STREET, WATERTOWN 72, MASSACHUSETTS, 
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Kimble “Micro-Burette No. 17100 with detachable plat- 
inum tip; Kimble Graduated Centrifuge Tube No. 45165. 


Kimble Micro-Burettes and Graduated Centrifuge Tubes 
if your work demands accuracy, demand Kimbie glassware 


Micro-Burettes: You can de- 

liver drops as fine as 1/100 ml 

with the detachable platinum 

alloy delivery tip. The orifice 

is gauged to control delivery 

speed thereby delivering con- 
tents accurately. The tip, being detachable, 
is easily cleaned. Standard hypodermic 
needles may be used with this Burette. 
Micro-Burettes with conventional sealed-on 
glass tips are also available. 

Graduated Centrifuge Tubes: They are 
made from tubing having heavy, even walls. 
The tops are finished with a machine-tooled 
reinforcing bead. Dimensional specifica- 


KIMBLE LABORATORY GLASSWARE 


AN @ PRODUCT 


tions are held to close limits, thereby pro- 
viding optimum fit with standard centrifuge 
shields. This minimizes breakage due to 
mechanical shock. 

Burettes centrifuge tubes are thor- 
oughly annealed to increase mechanical 
strength. Graduation lines are fine and sharp 
with fused-in permanent opaque color to 
permit easy and precise reading. Every 
burette and graduated centrifuge tube is 
individually retested for accuracy. 

Your laboratory supply dealer is ready 
with complete information. Or write Kimble 
Glass Company, subsidiary of Owens- 
Illinois, Toledo 1, Ohio. 


CENERAL OFFICES + TOLEDO 1, OHIO 
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*Write for ights of single-service 
spoon study per ly made illiam T. Ingram, 

ulting Engineer and Adjunct ‘lessor of 
Public Health Engineering, New York University. 


OWD Ritespoon is the only 
single-service spoon available 
today in an up-to-date ete 
fewer that facilitates t. 
dling of the utensil ~~; food 

vendor and patron. OWD Rite- 
—_ are nested in the carton, not 

ped in loose as is the conven- 
tional method of packaging such 
utensils. One or many O Rite- 
spoons can be removed without COMPLETELY SATISFACTORY 
touching the bowl. There is no need SINGLE-SERVICE UTENSILS 
ceptacle from which a patron or 
server takes one. There is no ing « The only wooden spoon with the true shape 
fumbling in a box exposing the con- Pure wood oniy—-no dyes nor additives.» The 
tents re tedly to contamination. only fully shaped single-use spoon available, in- 
OWD Ritespoon packaging protects dividually sealed at the factory in tough sanitary 


z paper envelopes, assuring absolute sanitation 
spoons in storage and use. under the most extreme conditions age Ay 


We will gladly send you samples, able, 34”, 


literature. 
@Rispoon, 


Manufactured only by 


OVAL WOOD DISH CORPORATION, Tupper Lake,N.Y. 
Graybar Bidg., New York 17, N.Y., 506 So. Wabash 
Ave., Chicago 5, Ill.» The Oval Wood Dish Co. of 
Canada, Ltd., Industrial Center No. 5, Quebec, P.Q. 
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For young champions... 


Young champions need the help of doc- 
tors, teachers, and parents... to achieve 
full growth potential and physical stam- 
ina to meet the stresses of adolescent 
and adult life. 

Boys who eat no breakfast show de- 
creased “work rate” and “work output” 
during late morning hours . . . have less 
energy for sports . . . show less interest 
and ability in school work. This was 
demonstrated by boys whose total food 
intake each day remained the same dur- 
ing periods with and without breakfast. 
Protein was not as well utilized by the 
boys when no breakfast was eaten, even 
though protein intake for the day was 
the same in both periods. 

Between-meal snacks are also impor- 
tant in the diets of hungry boys... often 
contributing as many calories as does 
breakfast. During adolescence empha- 
sis should be placed on snacks of high- 
nutrient as well as high-energy value. 

THIS ADVERTISEMENT iS ONE OF A SERIES, 


Milk is such a food . . . most needed at 
this time when calcium requirements 
for growth and storage are at their peak. 

Four to six cups of milk each day .. . 
to drink . . . used in food preparation 
. .. a8 Cheese or ice cream . . . will pro- 
vide the calcium needs of teen-age boys 
...and generous quantities of high 
grade protein and other essential nu- 
trients. 

In planning meals for hungry boys, 
milk and milk products are foundation 
foods for good eating and good health. 

The nutritional statements made by this 
advertisement have been reviewed by the 
and found 
with current authoritative medical opinion. 
Since 1915 . . . promoting better health 
through nutrition, research and education. 


NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 N. Canal Street + Chicago 6, Ill. 


REPRINTS ARE AVAILAPLE UPON REQUEST 
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... promises to supersede other types of penicillin 
the treatment of syphilis,”” 


A single treatment with 2,400,000 units of benzgathine 
penicillin G |Injeetion provides demonstrable 
olood concentrations ef penicillin for at Jeast 16 days, 
~ccause of ihe slow absorption, blood levels of penicillin 
are low but sufficiently high for the treatment of most 
cases of syphilis. 
single administration of Injection provides 4 
»otent weapon against venereal disease, One visit is all 
‘nat is usually required for the treatment of acute gonor-| 
neal urethyitis (600,000 units per Tubex®) or primary and 
early secondary syphilis (2,400,000 units in a siigle-dose 
disposable syringe), 

|. Themas, W.: J. 7621536 (dec. 22) 1956. 


Peniciiin 
itn a 
Surety Factor 


INJECTION 


BICILLIN’ 


LONG-ACTING 


Benzathine Penicillin G 
(Dibenzylethylenediamine Dipenicillin G) 
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IN COMBINATION WITH PYRETHRINS 


—is backed by positive proof that it kills more insects more 
effectively ... has greater stability, longer shelf-life, more lasting 
protectant properties... yet is virtually non-toxic to human 
beings and warm-blooded animals. 


That makes it the right combination for more end uses than 
any pesticide yet developed. The combination known throughout 


the industry as— 


FAIRFIELD CHEMICAL DIVISION 
Food Machinery and Chemical Corporation 
Soles Headquarters: 441 Lexington Avenue, New York 17, N. Y. 
Branches in Principal Cities 
In Conede: Natural Products Corporation, Toronto and Montreal 
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for microprojection with finer detail... more brilliance 


MICROPR Ove CTOR 


model x1 Cc 
9 either large or small 


&. LEITZ, INC., Dept. PH-5 
468 Fourth Avenue, New York 16, N. Y. 


Please send me your brochure on the Leitz 
MICROPROJECTOR. 


YORK 16, N.Y. 
Distributor of Ernst Leitz, Wetzlar, Germany 
LENSES + CAMERAS MICROSCOPES +: BINOCUL ARS 


| 
| You will find thot the versatile Leitz MICROPROJECTOR, suitable | 
OC ms, is d pe dable eas y icedarct 
Vaximum fi ‘ination of the image throu 
Rapic cha’ ge of magnifications chi ‘ic ty 
for perme ‘alignment, perm iting hour-l 
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Result: A free four-color film strip to help you tell 
the “healthy kitchen” story! 


Class is now in session for The Man With 
The Lily Plan and a typical group of food 
service Health personnel. Problem up for 
discussion:—an interesting way to educate 
food managers, waitresses and kitchen help 
on the importance of sanitary food service 
—and the best way to attain it. 

The Lily* answer!—An imaginative, in- 
formative, graphic four-color film strip 
with suggested script, chock full of 
thorough, precise facts. First part shows 
the correct methods of washing china 


and glassware; second part deals with the 
proper use of paper service. And there’s no 
commercial for any particular paper ser- 
vice. This is strictly an educational aid for 
your use. 

Reaction of health experts now using the 
film strip is highly enthusiastic. We think 
you'll feel the same way. Let us know when 

you need it. And remember, it’s abso- 
lutely free! Write Lily-Tulip Cup Cor- 
poration, Dept. HB-5, 122 East 42nd St., 
New York 17, N. fe. #T.M. REG. U.S, PAT. OFF 
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Not a cloud in sight 
...even after months of use 


Actual service records show that Pyrex 
tubes consistently outlast other brands— 
usually by four to five times. 

In Pyrex tubes you have the extreme 
chemical stability needed to resist the 
clouding and leaching of reagents and 
the effects of reactions. 

The inert environment provided by 
Pyrex No. 7740 glass neither adds to 
nor takes from the specimen you're 
studying . . . even when the specimen re- 
mains in the tube for long periods. 

Exceptionally uniform wall thickness 
and fire-polished lips of the standard 
tubes add longevity and resistance to 
chipping damage from mechanical shock. 


Screw cap tubes give easier handling 
Pyrex culture and centrifuge tubes are 


PYREX 


available with a plastic screw cap which 
makes handling easier and facilitates seal- 
ing after autoclaving. 

If your specimens travel, you’ll find that 
these caps seal tight enough to eliminate 
the need for shipping liquids in ampules. 

If you are not already enjoying the 
benefits of Pyrex culture and centrifuge 
tubes, we urge you to sample a selection, 
the next time you order, just to compare. 

CORNING GLASS WORKS 

wy 80-5 Crystal Street, Corning, N. Y. 


Coming meant research Glatt 


PYREX® laboratory ware 


. . . the tested tool of modern research 
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NOW...Dosage Automation 


with the 


WET lity - 
()uantity (hiorinator 


Select the residual you want and the new W&T Quality-Quantity Chlorin- 
ator will automatically maintain that residual. Immediate sensing of any change 
in a water’s chlorine demand—as well as flow—automatically controls chlor- 
ine feed rate to maintain a desired residual. That is Dosage Automation with 
the new W&T Quality-Quantity V-notch Chlorinator. 


DOSAGE AUTOMATION OFFERS THESE FEATURES: 


Maintains 
a selected residual, free or 
total, with automatic dos- 
age control. 


Anticipates 
changes in chlorine 
demand. 


Controls 


Chlorine feed up to a full 
100 to 1 range at rates to 
2000 pounds of chlorine 
per 24 hours. 


Provides 


a record of chlorine dos- 
ages in p.p.m. and chlorine 
feed rates in pounds per 
24 hours. 


Utilizes 
the proven W&T V-notch 


Variable-Orifice for accu- 
rate, wide range chlorine. For more information about this new type of 


feed. chlorination system write for Bulletin S-118. 


WALLACE & TIERNAN INCORPORATED 


25 MAIN STREET, BELLEVILLE 9,NEW JERSEY 
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Moving Forces in Medical Care 


MICHAEL M. DAVIS, Ph.D., F.A.P.H.A. 


In the Annual Meeting program a 
session was named simply: “An 
Evening with Michael Davis.” The 
reason was explained to the over- 
flow audience: The speaker had 
been invited to direct his discourse 
into whatever channels his long and 
intimate experiences in the struggle 
for better medical care might lead 
him. What follows is a somewhat 
abridged version of his pungent and 
forward-looking comment. 


It will be most serviceable to talk 
about a few topics of immediate interest, 
rather than to attempt an analysis of the 
present situation in medical care, or a 
philosophy of its development. Those 
interested in gospel on these subjects 
can read the Bible: I refer, of course, to 
a book of mine. My four topics are: 
group payment for services; organiza- 
tion of services; the goal and its require- 
ments; and ways to move ahead—social 
action through voluntary effort and 
through legislation. 

Group Payment. Group payment by 
the consumer contrasts with individual 
payment, in that charges are paid by 
well people, potential patients, instead 
of by sick people. The well people must 


525 


be interrelated in some organized way 
so that they can function financially as 
a group. Among frequent examples of 
groups are persons having a common 
employer, common membership in a 
union, common citizenship in a local, 
state or national unit of government. 
Some may like to use the term “pre- 
payment” instead of “group payment” 
—the latter phrase is more accurate, 
but I would not quibble about the 
terminology. 

Thirty years ago about one per cent 
of the population had some health in- 
surance; today about two-thirds have 
at least a little. Some of us may not 
have in mind that the use of general 
tax revenues as a means of group pay- 
ment has grown also, less dramatically 
but more massively. Today, out of a 
gross total of some 16 billion dollars 
annual expenditure for all forms of 


Dr. Davis is now giving his time to writing, 
lecturing, and consultation. His most recent 
book is “Medical Care for Tomorrow” (1955). 
He now resides in Chevy Chase, Md. 

This paper was presented before the Medi- 
cal Care Section of the American Public 
Health Association at the Eighty-Fourth An- 
nual Meeting in Atlantic City, N. J., Novem- 
ber 14, 1956. 
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medical care, about half is group pay- 
ment—about five billion dollars from 
taxation and 3 billion dollars from in- 
surance. In 1930 there were a number 
of health insurance plans, many of the 
comprehensive-service type, but the total 
bulk of health insurance was inconsider- 
able. Tax funds spent for medical pur- 
poses constituted about one-sixth of the 
grand total, about half the proportion 
today. 

I call attention to the fact that this 
advance of group payment, particularly 
that part which is derived from local, 
state, and federal taxes, has grown 
mainly from lay forces rather than from 
intraprofessional impulses. The profes- 
sional forces have played a significant 
part, both positive and negative, espe- 
cially since 1940; but social, economic 
and political forces have had major 
influence. 

Over 100 million Americans have hos- 
pitalization insurance, covering as a rule 
only part of their hospital bills for short- 
term stays in general hospitals. A ma- 
jority of these people have hospital 
surgery partly covered. About two per- 
sons in a hundred have health insurance 
which provides, and covers the cost of, 
nearly all their physicians’ services and 
nearly all of their short-term hospitaliza- 
tion. You will have in mind that most 
long-term hospitalization for most of 
the population is supported by group 
payment via taxation. 

Today the principle of group payment 
is accepted. Its advantages become ap- 
parent to people when they have experi- 
enced even a little of it. The issues just 
ahead are: for the people who have no 
health insurance—how can we get some 
of it? For the people who have health 
insurance covering part of their health 
services, the issue is—how can we get 
more services covered? Popular at- 
tention is slowly focusing on scope of 
benefits. That is: What do we get 
for our health insurance money? How 
much do we have to pay for medical 
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care and hospitalization outside our 
health insurance? 

If, as there is good reason to believe, 
some millions of Americans are now 
asking or are beginning to ask such 
questions, then within a comparatively 
few years, group payment will be the 
method of paying for medical care for 
nearly all the people and for most of 
their physicians’ and hospital services, 
probably for some other services also. 
But what kind of group payment? How 
much of the expansion of group payment 
will be via insurance, how much via tax- 
ation? What kinds of health insurance 
will be prevalent? I will discuss the 
second issue first. 

During the last few years, the fastest 
growing type of health insurance has 
been the commercial or cash indemnity 
type. I will not delay to trace the rea- 
sons for this forward march of the in- 
surance companies, but will point out 
the difference in underlying philosophy 
between the service type of health in- 
surance and the cash-indemnity type. 
The philosophy of the insurance com- 
panies has never been more clearly stated 
than in the industry’s 68-page memo- 
randum submitted to Senator Lehman’s 
Committee during the study in 1950- 
1951. “Improved health is not a direct 
aim of health insurance,” declares the 
report. The essential aim is financial 
protection against certain sickness costs. 
Certain costs, like hospitalization and 
major surgery, are easier and adminis- 
tratively cheaper to insure than others. 
The report adds that the costs of preven- 
tion “lie in the field of medicine,” not 
of insurance. 

The other philosophy starts from a 
medical approach, not a financial one. 
Health insurance is a means of assisting 
the consumer to finance his needs for 
adequate medical service. Health in- 
surance is a means of rendering the 
advancing benefits of medical science 
accessible financially. Health insurance 
in other words is a financial mechanism, 
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but a financial mechanism for a medical 
end. It possesses a social purpose, 
namely, to help narrow the gap between 
what medicine can do for people and 
what it does do. This is the philosophy 
of social insurance as contrasted with 
private insurance. Private insurance is 
consistent with business principles. It 
has a durable place in our society. In 
the field of health, however, the scope 
of commercial insurance is and should 
be restricted by the service principle, 
which underlies the traditions and the 
professionally recognized purposes of 
our medical profession and of our hos- 
pitals. It is the service principle which 
gives the health professions and the hos- 
pitals an almost unique place in our 
society. 

The development of these two types 
of insurance on a large scale in the 
United States brings us now to a cross- 
roads. On the road we take from here 
depends the future of health insurance 
in this country. The private or com- 
mercial type of health insurance can 
bring to some people protection against 
some costs of sickness, especially major 
costs, but it will not supply an economic 
foundation for covering all medical care 
costs or for making growing powers of 
prevention and rehabilitation accessible 
to all. Yet I think it quite certain that 
the latter goal is what more and more 
of the American people are coming 
to demand. A practical recognition of 
this growing demand is illustrated in 
President Eisenhower’s three Health 
Messages. 

To the extent that the progress of 
health insurance towards the provision 
of more comprehensive services to more 
people is held back by business and pro- 
fessional forces, the demands of the 
American people will be met by further 
extension of tax-supported medicine. 
Unless we should have a severe and pro- 
longed depression or an atomic war with 
widespread calamity, such extensions of 
tax-supported medicine will take place, 
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as in the past, by piecemeal stages; 
spreading, by action of local, state, and 
national governments, in one direction 
to cover care for certain diseases and 
conditions, and in another direction to 
cover all or some care for politically 
significant groups of people. 

Suppose that “Major Medical Insur- 
ance,” the adolescent child to whom the 
insurance business has recently devel- 
oped a passionate devotion, should grow 
largely during the next few years. I 
believe such a growth would expedite 
the political pressures for more tax-sup- 
ported medicine or for national health 
insurance. Why? Because “Major 
Medical” will fail to meet the needs of 
over half the population and will be 
hardly salable to unorganized and low- 
income groups. The very advertisement 
of its supposed benefits will increase the 
demand of these groups for prepaid 
services which they may get through 
their votes if they cannot obtain them 
from business, or Blue Cross, or Blue 
Shield, or organized medicine. A few 
years’ experience with “Major Medical” 
may also disillusion many middle-income 
groups that bought policies. The exten- 
sion of “experience rating” in health in- 
surance ‘is also likely to cause unfavor- 
ably situated or excluded groups to turn 
towards political action. 

On the other hand, if certain road- 
blocks can be knocked down or bypassed. 
we could have a sufficient growth of 
comprehensive-service insurance plans to 
set patterns in all parts of this country 
that would then be extended rapidly by 
large-scale action, voluntary and govern- 
mental. Taxation would continue to be 
used as a supplement to health insur- 
ance to finance certain kinds of services 
and certain categories of people. Com- 
mercial insurance would also continue, 
useful chiefly to the families in the upper 
third or quarter of the income grouping. 

I prefer the insurance road to the 
taxation road, that is, I prefer the way 
in which the main reliance is on the in- 
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surance principle for financing medical 
services, with the use of general tax 
funds supplementary, rather than pur- 
suing taxation as the main highway, 
with some insurance on the sidewalk. 
My reasons for this preference are, 
briefly, that: 

1. If general tax funds are the pri- 
mary resource, with all three levels of 
government necessarily involved and 
with advances made by categories of 
disease and categories of people, prog- 
ress towards comprehensive and unified 
services for all people will be difficult. 

2. The insurance principle clears us 
from the onerous tradition associating 
tax support with dependency. 

3. The insurance way has already 
given us examples of unified and com- 
prehensive services under a variety of 
auspices; and would permit supplemen- 
tation from local, state, or national tax 
funds, under necessary public supervi- 
sion, without changing these auspices. 
Examples of unified and comprehensive 
service supported by taxation have 
hardly appeared except under the social- 
ized medicine of the Armed Forces. 

4. It has been demonstrated that a 
centralized insurance fund can be uti- 
lized for a number of local units supply- 
ing services, without centralizing the 
administration of the service units. This 
can be true whether the insurance fund 
is derived on a voluntary basis, or is 
required by law. Decentralization of 
service units seems to me a most de- 
sirable objective and is compatible with 
the economies of community-wide, state- 
wide, or nation-wide insurance funds. 
I doubt whether any such decentraliza- 
tion is practicable if the primary reliance 
were funds from general tax revenues. 

My second topic is Organization of 
Services. The President’s Commission 
on the Health Needs of the Nation re- 
marked in its report: “The genius for 
organization, so characteristic of Ameri- 
can life in general, is conspicuous in 
health services by its absence.” 
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In medical service today, we do find 
many little islands of high organization. 
The operating room and the research 
laboratory are examples. Here organ- 
ization has been developed for the effi- 
cient performance of certain specific 
functions. Hospital staff organization 
has a broader reference, but also has 
been set up especially to maintain cer- 
tain standards, particularly in surgery. 
In a word, these islands of organized 
services have been directed chiefly 
towards technical functions, rather than 
oriented to the needs of the patient as 
a person. We all appreciate that there 
can be excellent technical work on seg- 
ments of a patient—segmented by or- 
gans or diseases—with quite unsatisfac- 
tory results for the indivisible human 
being. 

I do not mean to imply that some 
forms of organization, in hospitals, 
clinics, and health departments have not 
been developed with the patient’s human 
and physiologic needs in mind. Unit 
record systems, for instance, are a tech- 
nical device of organization which seems 
distant from such needs. In fact, how- 
ever, such systems aid not only in the 
performance of certain professional 
functions, but also in orienting the total 
service toward the needs of the total 
patient. We have examples of group 
medical practice which not only coordi- 
nate specialisms but moreover coordinate 
them around and through a personal 
physician chosen by each patient. 

There is another type of needed or- 
ganization, namely, organization on a 
geographic—often called “regional”— 
basis, whereby people and doctors in 
small towns and rural areas can get the 
benefits of advanced diagnostic and 
therapeutic skills, through relations with 
larger centers. Here a few examples 
have achieved partial success. It is fairly 
easy to work out interrelations among 
hospitals along administrative lines, so 
that outlying physicians and small hos- 
pitals can have the benefits of certain 
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laboratory and other diagnostic services 
performed in district or base centers. 
Such interrelations involve only indi- 
rectly the competitive relations of the 
doctors in rural areas and small towns 
to the doctors and hospitals in larger 
places. To be adequate, however, “Re- 
gional Organization” requires that the 
physicians in outlying areas shall not 
fear loss of income when they refer a 
patient for study or treatment elsewhere. 
This is a tough nut to crack, for it in- 
volves changes in the method of re- 
munerating the physicians. The hospital 
program of the United Mine Workers 
Health and Welfare Fund may give us 
an illustration of at least a partial solu- 
tion of this difficult but vital problem. 
Group medical practice has developed 
in some proprietary clinics and under a 
number of nonprofit auspices. Why 
have not many more examples sprung 
up? Answers to this question are 
numerous, and some of them speculative. 
Briefly I would sum them up thus: _ 
The spread of group practice involves 
both people and doctors. The attitude 
of millions of people is that medical 
service means the relation of a patient 
to a doctor. The idea of organized 
interdoctor relationships is novel to most 
people. Few have learned anything 
about it during their personal experience 
with doctors. Most practicing doctors 
could not teach them. Their tradition 
is individualistic and their usual practice 
leads them to think of medical care as 
a series of one-to-one relationships, radi- 
ating out from each doctor. Consider 
a physician who has worked for 15, 20, 
or 30 years in such practice, and who 
has obtained status and a comfortable 
income by so doing. What are the likely 
motivations for him to change his atti- 
tudes and habits? There are motiva- 
tions that have moved some mature doc- 
tors into group practice. A case can be 
made out for better professional service, 
for more stable and for a somewhat 
larger income. The average mature doc- 


tor has not been moved by these possi- 
bilities, and mass professional opinion 
as expressed by most medical societies 
has not tended to open his mind. At best 
it is a slow process to change the ideas 
and habits of adults. Some people will 
die first. 

The situation is different for young 
physicians. Many of them in their clini- 
cal years in medical school and during 
their internships and residencies have 
been engaged in a form of group prac- 
tice, but they have not been aware of it. 
Teachers in schools of medicine, public 
health, and hospital administration, and 
some hospital administrators have a neg- 
lected opportunity here. They could lift 
to the conscious level, among medical 
students, interns, and residents, the prin- 
ciples of interprofessional organization 
and its professional and economic values. 

Such legal obstacles as exist in some 
states to group practice, particularly 
when combined with group payment, 
stem mostly from the attitudes of medi- 
cal societies. There are financial ob- 
stacles also, because the establishment of 
group practice often requires capital for 
equipment, a new building, or the altera- 
tion of an existing building. The needed 
capital investment can sometimes be pro- 
vided or borrowed by the doctors, but 
this adds to the risks they take. A body 
of consumers, or of consumers and em- 
ployers organized through a “health and 
welfare” fund, can provide all or part 
of the capital. So could public grants 
or loans, extending the Hill-Burton prin- 
ciple. The financial uncertainty of suf- 
ficient maintenance funds from services 
to patients can be removed by group 
payment. 

Group practice is no panacea, even 
when combined with group payment. 
We must expect that most group practice 
will be imperfect during a period of 
transition that may last for a genera- 
tion, while doctors and people reorient 
themselves. Nevertheless, expansion of 
group practice is a major step towards 
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the improvement of service and the eco- 
nomical utilization of the full resources 
of medical science. 

My third topic is The Goal Ahead. 
Patterns of payment and patterns of 
organization, such as we have discussed, 
are means to an end. What is the 
end? The goal should be sought in the 
spirit of William Osler, the devoted and 
skilled physician; of William Harvey, 
the courageous investigator; and of 
Saint Francis, the servant of humanity. 
The intents of all of these great spirits 
are part of the professional tradition of 
medicine. I would state the goal thus: 
that the advancing powers of medicine 
to diagnose, treat, and prevent disease, 
to rehabilitate, maintain and promote 
health, shall be available to all the 
people, through individual or commu- 
nity services, supplied under conditions 
which sustain human dignity, freedom 
and individuality. 

I call your attention in passing to the 
difference between individuality and in- 
dividualism. I note also that dignity, 
freedom, and individuality must be sus- 
tained for those who provide as well as 
for those who receive service. Note also 
that this goal is consistent with the 
service tradition of the medical profes- 
sion and of our nonprofit, voluntary, 
and governmental hospitals. Finally, 
please observe that, as President Eisen- 
hower’s Health Messages to Congress 
have brought out clearly, the attainment 
of such a goal depends upon both indi- 
vidual and organized action, and the 
organized action will be both voluntary 
and governmental. 

A clear conception of our goal helps 
in deciding whether we are moving for- 
ward, or backward, or on a side line, 
when we are considering any particular 
pattern of service, of paymént, or of 
organization. It leads me to state eight 
requirements, necessary to attain, or to 
move effectively, toward the goal. More 
might be added. My eight are: 

1. A Sufficient Supply of Qualified 


Physicians, Associated Personnel, and 
Facilities—I do not enlarge upon this 
point, but I am sure we all recognize 
its fundamental importance to the 
amount and to the quality of service. 

2. Comprehensive Scope of Service— 
Let us understand “scope” to include 
both range and volume of services. Also, 
let us interpret “comprehensive” with 
common sense. The idea of comprehen- 
sive service does not mean everything 
for everybody. What it does mean is: 
everything that is needed by, is accept- 
able to and can reasonably be made 
available to anybody. Note that “any- 
body” may be an individual, or may be 
a community. Medical services are a 
two-way street. The physician or the 
health officer may prescribe what he be- 
lieves is needed on professional grounds. 
The recipient—patient or community— 
takes what he will accept and pay for. 
An ideal of comprehensive service can 
of course be attained only gradually. 
The problem ahead is in part the scien- 
tific problem of enlarging the powers of 
medicine through research, and in part 
the educational, organizational, and eco- 
nomic problem of enlarging the avail- 
ability of medicine’s powers. 

3. Unity of Service—Unity was self- 
evident before the age of specialization. 
Unity is hard to obtain when a patient 
has direct relations with three, five, or 
more specialists whose findings and 
recommendations clear through the pa- 
tient rather than through a personal, so- 
called general physician. Such a situa- 
tion is common, especially in large 
communities, in both private practice 
and in outpatient clinics. We must re- 
store unity to medical service. 

4. Continuity of Service—Continuous 
contact of patient and doctor over a 
period of time is also necessary. This 
is especially important in the develop- 
mental problems of childhood and in 
chronic illness at any age. You will 
think of various professional factors 
which make it harder than formerly to 
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maintain continuity of care. In addi- 
tion, there are social factors—the mobil- 
ity of our working population and their 
families; the fugitive personal contacts 
of urban life, affecting professional as 
well as all social relations; the mul- 
tiplication’ of specialized health and 
medical care agencies. We must restore 
continuity of medical attention if the 
advancing powers of medicine are to be 
applied to people effectively, and this is 
needed more in an older population 
than in one with more young people. 

5. Personal Relationships — Patient- 
doctor relations are a two-way street. 
The physician on his part should deal 
with the patient as a person whose ideas, 
emotions, occupation, housing, and fam- 
ily situation may need to be considered 
along with the symptoms which bring 
him and the doctor together. The pa- 
tient on his side needs to have confi- 
dence, to be frank and cooperative. The 
physician may fail because he is too hur- 
ried, or because he concentrates on dis- 
ease rather than on persons having 
disease. The patient may be too careless, 
too hostile, or too frightened to carry 
his due part. 

The right relation of patient and doc- 
tor is a condition of unity of service. It 
is nourished, but not necessarily estab- 
lished, by continuity of contact. Freedom 
of choice and of change of doctors is an 
element in promoting right relationships. 
But neither unity of service, continuity 
of contact, nor mutually fruitful personal 
relations can, in this day and age, be 
secured by attempted revival of the past 
or by wishful thinking about the future. 
These can be attained only by planning 
and organization, in which professionals, 
laymen and institutions must openmind- 
edly share. 

Just a touch, in passing, on the naive 
and dangerous identification, or attempt 
at identification, of the financial rela- 
tions of patient and doctor with their 
personal relationship. To hear some of 
the mouthings on this subject, one would 


be led to believe that paying fees for 
services rendered is a necessary part of 
the doctor-patient relationship. There 
is extensive and growing experience to 
the contrary. I shall not enlarge upon 
this point now, except to add that the 
actual effect of doctor-patient financial 
relations upon their personal relations 
will not be ascertained by warm asser- 
tions. The subject is capable of dispas- 
sionate research and much needs it. 

6. Progressing Education of the Pub- 
lic—Among the people there should be 
growing understanding how to use medi- 
cal service to the best advantage. The 
chief way in which most persons acquire 
some of this understanding is through 
their actual experience with good medi- 
cal service. Teachers—including doctors 
—could help a lot. 

7. Competent Administrative Organi- 
zation—When a number of persons are 
performing varied but interrelated func- 
tions and are using certain material 
facilities in common, an administrative 
organization is necessary. In the hos- 
pital, the clinic, the health department, 
competent administration is second in 
importance only to the quality of the 
staff personnel. Administration should 
be not the boss but the servant of a pro- 
fessional objective; its aim is to facili- 
tate service; to represent alike the in- 
terests of potential patients, of actual 
patients and of the providers of services; 
and to uphold professional and financial 
standards by democratic processes of 
enforcement. Certain aspects of admin- 
istration, particularly some of the fiscal 
aspects, can be centralized, whereas the 
rendering of personal services should 
be decentralized into units that have 
much autonomy, and which are never 
so large that the individual patient, doc- 
tor, or nurse is lost in the meshes of an 
organization. 

8. Methods of Compensating Physi- 
cians—Physicians should be compen- 
sated by methods which are related to 
their professional service as a whole, as 
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are nearly all our scientists and edu- 
cators, and a majority in most other 
professions. The remuneration should 
not be directly related to the amount of 
service, or to the number of service units, 
supplied to individual patients. This 
has been accomplished sometimes by 
paying salaries, whole or part time. 
There has been a remarkable increase 
in the last two decades in the number 
and the percentage of physicians who 
are working on full-time salary. Study 
this trend, not however relying too fully 
on the figures last issued by the Ameri- 
can Medical Association. Through com- 
bining group payment with group prac- 
tice, other methods besides salaries to 
individual doctors have been worked out. 
These methods enable those who pay the 
bills to know their total financial obliga- 
tion in advance; enable the doctor-group 
to count on an approximately certain 
total of annual income; and leave the 
doctor-group in a position of self-deter- 
mination for the division of the available 


fund among the member physicians. 

We see another important develop- 
ment appearing, namely, collective bar- 
gaining between an organized group of 
physicians (a group practice unit or a 


medical society) and an organized 
group of potential patients, who may be 
a voluntary body or be a unit of gov- 
ernment. Such group negotiations are 
a step in the process of adjusting the 
doctor’s remuneration to an expected 
annual income, instead of to a schedule 
of fee rates for specified services. 

If you think that a fundamental 
change in the method of physicians’ re- 
muneration is an academic proposal, I 
would agree that the change would be a 
radical one from the usual standpoint of 
organized medicine. I would neverthe- 
less point to evidence that the change is 
actually under way on a_ perceptible 
scale, under the noses of some of its 
most ardent opponents. I would also 
insist that the change is necessary in the 
interests of the medical profession itself. 


MAY 1957 AMERICAN JOURNAL OF PUBLIC HEALTH 


The financial incentives of the doctor in 
fee-for-service practice have been en- 
hanced by the large lumps of income 
derivable from surgery and by the 
longer and more costly period of profes- 
sional education. These financial incen- 
tives are being boosted furthermore by 
the types of health insurance specially 
advocated by insurance companies and 
favored by a considerable number of 
physicians. Further increase in com- 
mercialism in medical practice consti- 
tutes a grave threat to the profession. 
The remedy must be as “radical” as the 
need for it. If by “radical” you mean 
difficult or dangerous, I would say that 
the destruction of the proprietary medi- 
cal schools was a “radical” program in 
the year 1910. I would urge those con- 
cerned with research to study the moti- 
vations of doctors and of patients under 
a salary or a capitation method of 
payment. 

My final topic is Social Action. How 
do we move ahead? How do we go 
from where we are to where we believe 
we should go? Action will be in part 
by voluntary groups or agencies, lay 
and professional; partly by administra- 
tive agencies of government on _ all 
levels; partly through state and national 
legislation. I do not intend to imply 
that what I call “social action” or 
“social forces” are blind impersonal en- 
tities. Not at all. Such terms are merely 
short names for the concurrent action of 
men and women, acting as persons and 
through organizations which they in 
turn take part in shaping. 

The most satisfactory single forward 
step in my judgment would be to require 
health insurance by law for all employed 
and self-employed persons and their de- 
pendents, or for some large section of 
this population, like all industrial 
workers, or all below a certain income 
limit, such as $5,000. 

Such a health insurance law could 
establish a nation-wide fund on terms 
compatible with decentralized adminis- 
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tration of services, and with assurance 
of support for the operation of non- 
governmental service plans meeting 
standards of scope and character of 
services. Such a law would permit the 
use of general tax revenues to supple- 
ment the insurance system for certain 
services, for the care of certain condi- 
tions, particularly long-term institu- 
tional care, and for removing the charity 
label from the medical care of needy 
persons. It could provide a financial 
foundation for the active movement of 
physicians and other health personnel 
into areas needing them, and could 
furnish an economic base for the ex- 
pansion of voluntary group practice 
units and for the spread of regional 
organization. 

Of course I am aware that National 
Health Insurance is not a political pos- 
sibility at this moment. Its continued 


advocacy will be educational and will 
stimulate useful though less far-reaching 


steps. Without some such major legis- 
lation, or without a prompt and large 
expansion of voluntary comprehensive 
insurance plans (with or without public 
subsidy), I fear we shall witness steady 
piecemeal extension of tax-supported 
care for categories of disease and cate- 
gories of people, plus some further 
growth of various forms of health 
insurance. Out of this confusing mix- 
ture we shall ultimately emerge, but the 
process will be long; and will be costly 
in human and financial terms. 

When thinking about the near future, 
ask yourselves: What is the large group 
of persons for whom public action for 
medical care is likely to be taken? That 
group is the aged. Their economic cir- 
cumstances and the nature of their medi- 
cal needs will not permit most of them 
to join or to obtain needed services from 
many existing health insurance plans. 
Some plans could be adapted to them, 
with public subsidy or under certain 
conditions without subsidy—as for in- 
stance by extension of collective bar- 
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gaining programs to cover retiring 
workers. But the growing political sig- 
nificance of the aged will promote public 
action and tax appropriations in their 
behalf. The most desirable form of ac- 
tion would be a further extension of 
Social Security, whereby all beneficiaries 
of Old Age and Survivors Insurance 
would become entitled to the fullest 
practicable scope of medical care. 

You will have in mind, as I have, a 
number of other legislative steps, sev- 
eral of which have become bipartisan, 
though they will usually be opposed by 
those lay and professional groups which 
continue to flap the tip of the right wing. 
Among such steps are: national aid to 
capital and operating funds of medical 
and allied professional schools, includ- 
ing aid for scholarships; more aid to 
basic, applied and administrative re- 
search; steps which will put into prac- 
tical application, widely and promptly, 
the results of new discoveries; extensions 
of the Hill-Burton principle which would 
assist local group-practice service units: 
federal-state subsidy to qualified non- 
profit forms of voluntary insurance. 
Some of you will call temporary dis- 
ability insurance a health as well as 
an economic measure. I do not quarrel 
with that. Do not forget that much 
should be done by many state legisla- 
tures to improve laws concerning public 
health and public welfare services, pro- 
fessional licensure, the status of hos- 
pitals, of group practice and of health 
insurance plans. 

Concerning administrative and non- 
governmental action, I could make a 
long list, just naming projects in which 
many of you are personally engaged: 
improving public health services; ex- 
tending industrial medical services into 
small business units and toward more 
democratic administration; extending 
Blue Cross to ambulatory care, even 
if this means swallowing some digestible 
portions of Blue Shield; developing an 
interunion or community pattern of 
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labor health centers; bringing more 
medical societies, especially in small 
communities, to function as administra- 
tive agents in supplying care to needy 
persons; demonstrating well organized 
community units of care for chronic 
patients, involving interrelated ambula- 
tory, home and various forms of insti- 
tutional service; improving care of early 
and advanced mental illness by applying 
the same principles plus more money. 
Please blame me if I have omitted your 
pet project. 

Blue Cross plans are strategic at the 
present moment, teetering as they are 
between a fine past and an uncertain 
future. How far are Blue Cross poli- 
cies and administration shaped by, or 
in the interest of, the subscribers, who 
are at once the beneficiaries and the 
main source of financial support? 
Nominally, Blue Cross plans are inde- 
pendent community enterprises, tax 


exempt because of their legally nonprofit 


character, subject to certain public regu- 
lation under the insurance laws of each 
state. Actually the Blue Cross govern- 
ing boards are mainly composed of 
physicians and of other persons con- 
nected with hospitals. Attempts to get 
“consumer” or “subscriber” representa- 
tives, usually meaning from unions, have 
resulted in a few such representatives, 
often ineffective not only because of 
their small number, but because these 
representatives have been uninformed 
and inactive. 

Many Blue Cross plans feel keen 
competition from the insurance com- 
panies and some are swinging toward 
cash indemnities instead of service bene- 
fits, toward “experience rating” instead 
of community rates. Such expedients 
to compete with insurance companies on 
commercial terms might help some Blue 
Cross plans to save their shirts today, 
but would cause them to lose their pants 
tomorrow. 

Blue Cross is just now reorganizing 
nationally, under new leadership. I have 


AMERICAN JOURNAL OF PUBLIC HEALTH 


considerable hope that Blue Cross may 
succeed thereby in relating itself more 
effectively to communities and to sub- 
scribers, that it may help the hospitals 
toward adequate financing of the care of 
low-income persons, that it may be able 
to maintain the principle of service bene- 
fits and to broaden the scope of these 
benefits. Anything that organized labor 
and other important lay groups can do 
to assist such a Blue Cross program 
will be in the interest of these groups 
and of the public as a whole. 

During these transitional but yeasty 
years, we need organizational steps 
which will promote joint planning and 
common action by public health and 
public welfare bodies, and by both such 
bodies in cooperation with organized 
labor in industrialized areas. We need 
furthermore a new organization formed 
especially to promote prepaid group 
practice providing comprehensive serv- 
ices; laboring by educational means to 
get more such units under way, to en- 
courage research into their problems 
and performance; and to publicize their 
medical and economic results. 

I wish there were time to discuss 
probable trends of action by such im- 
portant groups as organized medicine, 
hospitals, organized labor, business, 
farmers, churches, women’s organiza- 
tions, and others. I can only touch upon 
a few of these. 

The leaders of the American Medical 
Association seem to be caught between 
a realistic appraisal of political trends, 
which must emanate from their Wash- 
ington Office, and the views of their 
extreme right wing which would call for 
roadblocks, not merely slowdowns. The 
piecemeal but useful health bills enacted 
during the past two years are not on a 
scale to solve the extensive health prob- 
lems outlined in President Eisenhower’s 
Health Messages, but most of them do 
fit like small building blocks into the 
pattern of the health programs offered 
by his predecessor. The American Med- 
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ical Association lost its all-out fight last 
year against the beginning of disability 
insurance, but conquered its own rear- 
guard sufficiently to avoid a break with 
the Administration and to accomodate 
itself to many of the piecemeal advances. 

Nevertheless we may expect an in- 
crease of tensions with organized medi- 
cine during the next few years, if only 
because most state and county medical 
societies feel themselves more on the 
defensive against what they commonly 
describe as inroads of hospitals, labor, 
public health and government upon 
“free enterprise,’ meaning in this in- 
stance the individual, fee-for-service 
practice of medicine. They do not ap- 
preciate that they are fighting deep- 
seated trends of medical science and 
technology as well as social and eco- 
nomic trends. It is not yet clear how far 
the hospitals will permit themselves to 
function legislatively as community 


agencies, or as querulous camp-followers 


of organized medicine. 

We may anticipate that large-scale 
business will apply two yardsticks to the 
health services which it maintains or 
supports: What increases productivity? 
What promotes good public relations? 
In so far as these foot-rules are used, the 
business trend will be toward more com- 
prehensive nongovernmental medical 
services for industrial workers. 

Organized labor is driving ahead on 
the two-lane highway of comprehensive 
national health legislation and the quali- 
tative improvement of existing health 
insurance plans. The merger of AFL 
and CIO is strengthening the interest of 
leaders and rank-and-file in community 
activities, and should aid public health, 
public welfare and hospitals in extend- 
ing and improving their services—pro- 
vided that the professional leaders in 
these agencies meet labor at least half- 
way. 

I have referred often to “organized 
groups” —doctors, hospitals, labor, busi- 
ness, farmers, etc. What, however, about 
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the people who are not organized? Even 
today, organized labor constitutes less 
than a third of our total “labor force.” 
The unorganized workers, of course, 
include some millions of professional, 
managerial, and other persons of 
comfortable economic status. Pre- 
dominantly, however, the unorganized 
workers are of relatively lower economic 
status than the organized, and are less 
able to improve their position by bar- 
gaining with employers. In 1954, about 
nine and a half per cent of American 
families had incomes of less than $2,000 
a year. This means over 30 million 
persons, rural and urban. This group 
by no means corresponds with the “un- 
organized,” who number many more. I 
mention the figure merely to suggest that 
in relation to the payment for medical 
care, we have a problem of magnitude 
on our hands, ranging far beyond the 
seven million or so persons who are in 
receipt of public assistance, institutional 
care, or private charity. 

How can the needs of the multimillion 
unorganized make themselves felt in de- 
mands for better and more financially 
accessible medical care? The question 
is important not only because so many 
of our people are involved, but also be- 
cause the answers are likely to involve 
demands for political action. 

Let us have in mind that some of the 
gains made by organized workers 
through collective bargaining and 
through legislation will benefit also, 
directly and indirectly, workers who are 
not members of any union. Let us also 
remember that unorganized workers 
have certain spokesmen in civic and 
welfare organizations. We must how- 
ever feel assured that various needs of 
the unorganized will be voiced by some 
elected officials and candidates for elec- 
tive office, because while the unorgan- 
ized maintain no lobbies, they do have 
votes. The point has been illustrated 
by proposals for public subsidy to vol- 
untary insurance plans, arising from 
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members of both parties. Proposals for 
extending tax-supported medical care 
will often spring from the same impul- 
sion. 

I must say something, in conclusion, 
about one group of persons who are 
strategic to social action in medical care. 
I mean the liberal physicians. If you 
want a definition of “liberal physician,” 
look around you now. This is their Zoo. 

Since the official agencies of the pro- 
fession have given little affirmative 
leadership in improving the organization 
and comprehensiveness of medical serv- 
ices, American society needs to count 
largely upon those particular physicians 
who are able and willing to participate 
in these purposes. Public health physi- 
cians, teachers, investigators, and labor 
health administrators are among those 
from whom special numbers of such 
physicians should be drawn—although 
I could name private practitioners who 
possess the vision, courage, and status 
to enter the lists also. I have keen ap- 
preciation of the pressures which the 
usual attitudes of county and state medi- 
cal societies and of the AMA, bring upon 
health officers and other physicians to 
keep—at least publicly—in accord with 
what are called “official” medical poli- 
cies. These pressures cannot be ignored. 
Punishment for dissent may mean the 
loss of a salaried job, or of a hospital 
appointment on which much of a physi- 
cian’s income may depend. The health 
officer often feels himself peculiarly vul- 
nerable because, although employed by 
the public to perform certain public 
functions, he often cannot discover that 
any significant number of his employers 
knows what the work of a health depart- 
ment is or should be, while on the other 
side the majority of his medical society 
is likely to have quite definite ideas, at 
least as to what it should not be. 

I submit for your thought a principle 
of tested military value: Don’t get into 
a battle until you have not only ap- 
praised the strength of your opponent, 


but have also established your own sup- 
port and supply lines. Physicians work- 
ing by themselves, or with a committee 
of physicians only, are at a great disad- 
vantage against organized medicine. If, 
however, the physicians are associated 
with a significant and informed body of 
laymen, their situation becomes quite 
different. The physicians can then give 
prestige and professionally informed 
guidance, but others can do the fighting, 
if any fighting is needed. 

Lay groups interested in medical care 
programs should seek out physicians 
who will participate with them. Physi- 
cians interested in progressive medical 
care programs should associate them- 
selves with such bodies of laymen. In 
this room, this evening, we have several 
examples of the mutual advantages aris- 
ing from such association. 

The public health officer especially 
needs an organized body of popular un- 
derstanding and support. To meet the 
demand of Americans for access to the 
full benefits of modern medicine, our 
society must have administrative as well 
as professional agencies. Among these 
agencies will be voluntary bodies, and 
also agencies of government at all levels. 
Will these be public health agencies? 
My answer to this question is: “Yes,” 
provided that public health officers seize 
opportunity and responsibility and do 
not shun them. If many do shun them, 
then our society will set up new agencies 
to do the work required——such as health 
insurance or medical care boards 
primarily of laymen, with employed 
medical officers. Under those conditions, 
health departments would be bypassed 
and perhaps become bureaus within 
state and local departments of welfare. 

I hope not. I hope the public health 
profession will take leadership and the 
steps which leadership requires. I know 
these steps will be successful, if the 
physicians who are engaged by the 
citizens of a locality, of a state, or of 
the nation will think, speak, and act so 
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as to demonstrate that they know to 
whom their responsibility lies. Rela- 
tions with organized medicine can then 
be based on a firm platform of public 
understanding. Organized relations with 
representatives or committees of labor, 
business, farmers, perhaps churches, 
women’s organizations and others ac- 
cording to the nature of the community, 
will be one way in which the health 
officer may express his sense of responsi- 
bility to his constituents. Initiative on 
his part will receive response from such 
lay bodies, if he proceeds on the basis 
of participation rather than prescription. 
On this principle his future may depend. 

In the complex and controverted field 
of medical care, no one can be dogmatic. 
I do not ask you to accept my opinions. 
I hope only that some of them may be 
provocative to your thinking. I do how- 
ever feel some assurance on one point: 
that there has been real progress toward 
better and more accessible medical care 


and that we may expect further progress 


in the future. Let me unravel a few 
shreds of personal experience. 

Forty years ago, a few professors and 
other “intellectuals”—I was one—in the 
American Association for Labor Legis- 
lation, started to work for compulsory 
health insurance through state laws. Our 
efforts in several states faded quickly 
because they had no backing from any 
politically significant group. At that 
time I could count maybe a dozen per- 
sons, mostly in universities, whose 
brains were working on the economics 
of medical care. Another handful were 
interested in transforming outpatient 
clinics from medical soup kitchens into 
medical services. 

Thirty years ago, the circle had en- 
larged to include the officers of several 
foundations who made it possible to set 
up the Committee on the Costs of Medi- 
cal Care. For five years the committee 
conducted fundamental studies which 
slowly but profoundly widened the circle 
of interested persons and directed at- 
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tention to hospitalization insurance and 
several other areas of practical action. 

Twenty years ago, the egg-heads were 
no longer alone. Mass-organized move- 
ments were starting, notably Blue Cross. 
Under way were systematic federal 
studies of sickness, of the size and inci- 
dence of sickness costs and allied sub- 
jects. These culminated in reports at 
the National Health Conference of 1938, 
which gave the first nation-wide audi- 
ence for programs and controversy. 

Ten years ago, the active interest of 
organized labor had consolidated. Pop- 
ular interest was manifest in other large 
groups and in mass media of communi- 
cation. The first Presidential Message 
on Health had been sent to Congress in 
1945; the American Medical Association 
was mobilizing for its “campaigns”; 
health insurance counted millions of 
members and was beginning to be 
grasped by collective bargaining; na- 
tional grants-in-aid reached into hospital 
construction as well as into their primal 
area of public health. 

The last ten years you all know about. 
You will think of the boom in health 
insurance, however limited in scope; of 
its recent, intensive cultivation by insur- 
ance companies; of new, prepaid health 
services set up under the auspices of 
labor, management, and community 
agencies; of a stream of national health 
legislation, minor but cumulating; of 
unprecedented mass publicity for re- 
search and for medical costs. You will 
think of battles over legislation which 
have brought some victories and lamed 
some victors. 

Of all the changes I have observed, 
the most significant is this: the wide- 
spread acceptance of*medical care as a 
public problem as well as a personal 
problem. It was only a personal prob- 
lem in the minds of almost everyone 40 
years ago. The underlying point of the 
three Health Messages of President 
Eisenhower is to accept a growing area 
of public responsibility. The most 
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powerful forces in American life—busi- 
ness, workers, and government—are now 
concerned with the public issues of 
medical service. Forces of this order 
of magnitude can make mistakes, per- 
haps big mistakes, but only such forces 
can re-set the framework in which pro- 
fession and institutions should operate 
in the twentieth century. The size of 
the mistakes will be less—in  propor- 
tion—as the physicians put their backs 
into the movement to guide rather than 
to buck. 

This perspective of history and this set 
of beliefs give me confidence that the 
problems of scope, organization, and 
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financing of medical care will be dealt 
with effectively and with reasonable 
speed and that the professions will par- 
ticipate. I invite younger men and 
women to share my optimism and with 
it three articles of faith which have long 
seemed to me conditions of happiness 
in being and of fruitfulness in action: 
faith—essentially a religious faith— 
that the universe has a purpose and that 
the mind of man can justly evaluate that 
purpose to be good; faith in yourself, 
aware of frailties but maintaining cour- 
age; faith in people, even people who 
differ with you. On these articles of 
faith you may found a career. 


New Graduate Sanitary Engineering Program at Cincinnati 


The University of Cincinnati Graduate School of Arts and Sciences announces 
a new graduate sanitary engineering program beginning in June and September, 
1957. The program, leading to a master of science degree in sanitary engineering, 
can usually be completed in a 12-month period. A bachelor’s degree in engineering 
or science is a prerequisite. The program is open to both full-time and part-time 
students in either the day or evening units of the university. 

Joining with the Civil Engineering Department in the course are the Institute of 
Industrial Health and the Kettering Laboratory of the university, the Taft Sanitary 
Engineering Center of the Public Health Service, and the Ohio River Valley Water 
Sanitation Commission, the Tanners Council Research Laboratory, and Cincinnati’s 
Division of Sewage Treatment. Engineers and scientists from each of these are 
helping to plan and staff the courses and students will have an opportunity of 
working with them. 

The Institute of Industrial Health of the university announces two other 
cooperative programs of interest to public health. A one-week course, beginning 
September 9, in Radiation for Industrial Physicians will be given jointly with the 
College of Law. This course is designed to enable each profession to understand 
the problems, professional responsibilities, and limitations of the other when 
dealing with medical or legal problems posed by the use of ionizing radiation. 

A third biennial course in Occupational Skin Problems is also announced by 
the Institute, October 28-November 1. This will be given jointly by the university’s 
departments of Preventive Medicine and Public Health and of Dermatology, in 
collaboration with the Occupational Health Program of the Public Health Service. 

Information on the sanitary engineering program may be obtained from the 
Department of Civil Engineering, University of Cincinnati, Cincinnati 21; of the 
two other courses from the Secretary, Institute of Industrial Health, Eden and 


Bethesda Aves., Cincinnati 19. 


Grand Rapids Fluoridation Study—Results 
Pertaining to the Eleventh Year of 


Fluoridation 


FRANCIS A. ARNOLD, Jr., D.D.S., F.A.P.H.A. 


As long as the adoption of water 
fluoridation is to left to the 
vagaries of public or popular deci- 
sion—and it is one of the few pub- 
lic health protective devices that is 
subject to such unpredictable ac- 
tion—every bit of scientific evi- 
dence of fluoridation’s value should 
be readily at hand for persuasive 
use. This is the second of four im- 
portant papers, “New Developments 
in Water Fluoridation.” The re- 
maining two will appear serially in 
succeeding issues. 


*$ The control of dental caries by water 


fluoridation has been the subject of 
articles and reports for more than a 
decade. Relatively complete bibliogra- 
phies on this subject are included in 
previous review dissertations..* It may 
be stated that all recognized scientific 
studies have demonstrated the certainty 
of this method as a public health pro- 
cedure for securing better dental health 
for a community. 

Although many of the studies on 
water fluoridation have been in progress 
long enough to evaluate the soundness 
of the procedure, much is to be learned 
concerning its various public health 
aspects. The purpose of the present 
paper is to review briefly the results of 
10 years of one of these research 
projects; to summarize the findings of 
the eleventh year of the study, particu- 
larly those observations which pertain 
to dental health programs; and to evalu- 
ate the findings in respect to the results 
of other independent investigations of 
similar character. For this reason the 


results of three of these studies covering 
the first 10 years of operation will be 
discussed. 


Study Plan 


Generally speaking, all of the studies 
referred to are designed to evaluate 
what, if any, effect fluoridation of a pub- 
lic water supply will have on the general 
health of the community using this 
supply. This public health responsibility 
has been foremost in the minds of all 
people concerned and has been recog- 
nized by everyone involved in initiating 
or endorsing such programs. The tech- 
nical methods of evaluation used in 
these different research projects have 
been described previously. * 

Particularly, the study plans were de- 
signed to determine the prevalence of 
dental caries in a community prior to 
fluoridation and to evaluate the effects 
by subsequent annual oral examinations. 
In each of these studies due attention has 
been paid to determining whether fluori- 
dation has any effect upon the general 
health, in addition to the dental health, 
of the population using the fluoride 
water. 


Dr. Arnold is director, National Institute 
of Dental Research, National Institutes of 
Health, Public Health Service, U. S. Depart- 
ment of Health, Education, and Welfare, 
Bethesda, Md. 

This paper was presented before a Joint 
Session of the Dental Health and School 
Health Sections of the American Public 
Health Association at the Eighty-Fourth An- 
nual Meeting in Atlantic City, N. J., November 
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The Grand Rapids study, for example, 
was designed to continue 10-15 years. 
For base line data all children in at- 
tendance in schools were examined in 
1944, prior to fluoridation. In each 
succeeding year, an increasing number 
of selected age group samples of school 
children were examined. In 1954, after 
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10 years of fluoridation in Grand 
Rapids, the age distribution of the 
examined sample was relatively complete 
for the ages five through 16.° After 
the tenth year of observation, the study 
design called for a concentration of ef- 
fort on a selected group of children 
more than 10 years of age (Table 1). 


Table 2—Dental Caries Experience in Deciduous and Permanent Teeth of Continuous 
Resident Children of Grand Rapids and Muskegon, Mich., as Observed in 1954 
Examination (From Pub. Health Rep. 71:652 (July), 1956) 


Deciduous Teeth 


Age Last 
Birthday 


Number 
Filled 


Total 
def 1 


Permanent Teeth 
Per cent of 


Decayed Missing 2 


Caries-Free 
Children 


Total 


Filled DMF * 


Grand Rapids, Mich. 
Number of Teeth per Child 


ERRSERRES 


| 
| 


| 


01 
ll 
36 
52 
74 
73 
78 
14 
56 
13 
-08 
-96 


| 
| 


NK 


RSSERESES 
OSS 


Muskegon, Mich.5 
Number of Teeth per Child 


Ne 


| 


| 
| 


RISSRES 


CAM OOS 
RE 
RSSSRSNRSSRE 


A 
— 
—— 


1. Decayed, extractions indicated, or filled deciduous teeth. 
2. Includes teeth listed as “‘remaining roots’’ and teeth destroyed beyond any possible repair. 


3. Decayed, missing, or filled permanent teeth; each tooth is counted only once for this total. 


A tooth which 


has both a filled and a carious surface will be included under both the “‘decayed’’ and the “‘filled”’ column. 


4. Permanent teeth only. 


5. It should be noted that these children had already r 
(see text). 


ived the beneficial effects of 3 years of water fluoridation 


4 
5 
6 
7 
8 
10 
ll 
12 
13 
14 
15 
16 
4 3.03 nes 
5 3.98 
6 4.85 0.00 
7 5.35 
8 4.98 0.06 ; 
9 3. 0.14 
10 2. 0.23 
ll 1. 0.32 
12 0. 0.42 
13 0.1 0.72 
14 1.39 
15 1.42 
16 1.42 
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Table 3—General Comparison of Dental Caries Experience Rates for Deciduous 
(def) and Permanent (DMF) Teeth After 10 Years of Fluoridation in 
Grand Rapids, Mich., Brantford, Ont., and Newburgh, N. Y. 


(Data from References 9-11) 


Grand Rapids, Mich. 


Brantford, Ont. Newburgh, N. Y.1 


Per cent 
No. Reduction 
Children Caries 
Examined Rate 


Age (Last 
Birthday) 


Children 


Examined 


Per 
cent 
Reduc- 
No. tion 
Children Caries 
Examined Rate 


Per cent 
Reduction 
Caries 
Rate 


No. 


1954 def 


561 
751 
567 
477 


515 
499 
260 


224 
250 


1511 240 35 } 


DMF 


1107 198 26 


def DMF 


57 
52 
43 
34 


33 
—2 


1954 1955 DMF 


708 58 
(6-9 yrs.) 


521 
(10-12 yrs.) 


263 
(13-14) 


109 


&B ESE 


1, Results based on difference between Newburgh and Kingston after 10 years fluoridation and include both 


clinical and roentgenographic findings. 


Plans have been made to continue exam- 


inations for these age groups in Grand - 


Rapids until the observations cover per- 
sons who have been continuously ex- 
posed to fluoride water throughout their 
elementary and secondary school lives. 
The study design also was altered to 
take into account the fact that Muskegon, 
the original control city, had inaugu- 
rated fluoridation in July, 1951. For 
this reason observations are being con- 
tinued on a sample (a single school 
group) of children from this city 
mainly for the purpose of evaluating 
periodontal conditions. The results of 
these observations constitute a portion 
of a later report by Dr. A. L. Russell.* 


* Russell, A. L. Effects of Fluorides on 
Periodontal Health. To be published in the 
June issue of the A.J.P.H. 


Results 


In summary form the results of 10 
years of fluoridation in Grand Rapids 
are shown in Table 2, both for deciduous 


and permanent teeth. In making com- 
parisons on these data it should be 
remembered that Muskegon started flu- 
oridation in July, 1951. A _ general 
comparison of the results in Grand 
Rapids with those of two other 
studies,’® 14 on the basis of 10 years’ 
operation, is shown in Table 3. 

From a public health program stand- 
point the success of the procedure may 
be evaluated in part by considering the 
unmet needs of the population observed. 
In this respect two major factors of the 
DMF rate can be utilized to measure the 
potentiality or effectiveness of fluorida- 
tion as a caries control method; namely, 


— 
1944 
6 1,789 5475 556 485 
7 1,806 48 63 616 448 
8 1,647 43 (57 614 483 
9 1,639 35 608 423 
10 1,626 17 52 565 301 
l 1,556 2 54 604 280 53 
12 1,685 — 82 658 33 — 
13 1,668 — 4 531 247 — 48 
14 1,690 — 88 307 — 
15 


n 
+ 


— 
BORN BEFORE FLUORIDATION 


BORN AFTER 
FLUORIDATION 


Figure 1—Missing Permanent Teeth per 
Child Before and After Ten Years of 
Fluoridation (Grand Rapids, Mich.). 


the change in ratio of filled to unfilled 
teeth and the number of lost teeth. Using 
the data on the permanent teeth as pre- 
sented in Table 2, the changes in ratios 
of these factors are presented graphically 
in Figures 1 and 2. 

As stated earlier, the annual examina- 
tions in the Grand Rapids study have 
continued through the eleventh year. 
The results of these observations on the 
11- to 16-year age groups are shown in 
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Table 4, and indicate that the beneficial 
effects of fluoridation have continued on 
through the eleventh year of research. 

Prior to the inauguration of all of 
these studies the scientific evidence in- 
dicated that the fluoridation of water 
supplies would not produce a public 
health problem of dental fluorosis. It 
should be emphasized that full evalua- 
tion of the effects of fluoridated waters, 
as measured by dental fluorosis, are 
evaluated on the basis of erupted perma- 
nent teeth. The eleventh year of the 
Grand Rapids study gives a preliminary 
indication of the results to be expected. 
In Table 5 the results in respect to 
dental fluorosis on the 11- to 16-year-old 
children are shown. 


Discussion 


On the basis of these results and the 
data included in previous reports, one 
can conclude that fluoridation of public 
water supplies will effectively reduce the 
dental caries experience of those persons 
exposed to its effect continuously from 
birth onward. Also, sound scientific 
evidence shows that these beneficial re- 
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Figure 2—Dental Caries Prevalence in Permanent Teeth Examinations Made in 1944 
and 1954 (Grand Rapids, Mich., Ages 5-16). 
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Table 4—Dental Caries Prevalence in Permanent Teeth of Continuous Resident 
Grand Rapids Children as Observed in 1955 (11 Years After Fluoridation) 


Per cent 
Reduction 
in DMF Teeth 
(1944-1955) 


Filled 
Teeth 
per Child 


No. DMF 
No. Teeth 
Examined per Child 


Missing 
Teeth 
per Child 


Carious 
Teeth 


Age per Child 


ll 27 
12 168 
13 254 
14 254 
15 307 
16 212 


sults are not confined solely to those 
born subsequent to the inauguration of 
fluoridation. For example, the results 
shown for the 16-year age group in 
Table 2 indicate a reduction of 26 per 
cent in the expected amount of caries. 
The results of the two other studies re- 
ferred to in Table 3 are similar to this 
observation. 

A similar analysis of the data can be 
carried back into the results of previous 
reports on these studies, making com- 
parisons on the basis of annual observa- 
tions. Such an analysis suggests that 
the “caries susceptibility” of a tooth 
may be affected by water fluoridation 
even after the tooth has been formed 
and erupted. This hypothesis is more 
completely discussed and evaluated in 


another report.* The evidence from the 
studies reviewed in this presentation in- 
dicates that fluoridation has a beneficial 
effect on teeth which are not fully 
formed, or are not fully maturated in the 
oral environment. 

From the public health standpoint 
there necessarily stems an interest in the 
practicability of the procedure. No at- 
tempt will be made to evaluate the 
economics of the technical aspects in- 
volved in water fluoridation other than 
to say that the process is comparatively 
inexpensive with only a rare exception. 
As far as dental health is concerned, 


*See Hayes, R. L., et al. 
Effects of Fluoridation on First Permanent 
Molars of Children in Grand Rapids, Michi- 
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Table 5—Amount and Degree of Dental Fluorosis Observed in Grand Rapids, 
Mich., After 11 Years of Fluoridation 


No. 
Children 
Examined 


Age Normal 


Fluorosis Classification 1 


Very 
Mild 


Question- 
able 


27 
168 
254 
254 
307 
212 


1. Classification according to Dean, reference 2. 


2.85 0.93 2.07 0.04 55.5 
3.36 0.85 2.55 0.10 58.3 
4.86 1.41 3.10 0.45 50.1 
6.13 1.65 4.03 0.60 4.0 
7.86 2.07 5.24 0.80 37.1 
8.93 1.90 6.32 0.93 33.9 
|| | Mild 
Per Per Per Per 
: No. cent No. cent No. cent No. cent 
F ll 24 89 2 7 1 4 0 
12 155 92 8 5 5 3 0 
13 243 96 3 3 1 0 
14 243 96 . 4 2 1 0 
15 302 98 4 l 1 0.3 0 
16 209 99 2 1 | 0.5 0 


there can be no doubt from the data 
shown in Figures 1 and 2 that the dental 
health problem in Grand Rapids, for 
example, has been brought under a bet- 
ter measure of control. If considered 
only in terms of dollars and cents, the 
savings to this community have been 
tremendous over the past 11 years. 
Economic considerations of this charac- 
ter, however, are usually misleading as 
far as evaluating public health pro- 
cedures are concerned. 

As stated earlier, the effects of water 
fluoridation on public health from 
aspects other than dental caries were 
fully considered before the inauguration 
of any of these programs. On the basis 
of previous scientific evidence investiga- 
tors anticipated that water fluoridation 
would produce a slight increase in the 
prevalence of the mildest forms of dental 
fluorosis. Although sufficient time has 
not elapsed to evaluate this factor fully, 
the results to date (Table 5) show that 
the degree of fluorosis produced by 
fluoridation at levels recommended for 
caries control is of no public health 
significance. 

In all these studies particular atten- 
tion and interest has been paid to any 
effects fluoridation might have on other 
biologic systems of the body. In none 
of the studies has there been any scien- 
tific evidence to suggest an adverse effect 
on any segment of a rather large popula- 
tion living under divergent environ- 
mental conditions. These observations, 
in conjunction with the fact that millions 
of people have used naturally fluoridated 
waters for generations, attest to the com- 
plete safety of the procedure. 


Summary 


The observations of the Grand Rapids 
study for the past 11 years of water 
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fluoridation have been summarized. The 
results of this study, together with others 
which have been conducted for similar 
periods, indicate the feasibility of this 
procedure for the control of dental 
caries. In all studies the findings show 
a reduction of 60-65 per cent in the 
prevalence of caries in the permanent 
teeth of children born subsequent to the 
change in water supply. Furthermore, 
the evidence strongly suggests beneficial 
effects on teeth which were formed, or 
erupted, prior to the initiation of water 
fluoridation. 
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Driver Behavior and Accidents 


JEAN K. BOEK, Ph.D. 


Many people hold decided and pre- 
conceived opinions about the causes 
of highway accidents. It is probable 
that health people are like others in 
this regard. Reported here are some 
findings about seven human char- 
acteristics and their relation to acci- 
dents: sex, age, weight, schooling, 
driving speed habits, drinking, and 
smoking. Some of the findings may 
do violence to your preconceptions. 


*$ This is a report of research on the 
characteristics of a representative sam- 
ple of automobile drivers living in 
Schenectady, N. Y. The purpose of the 
work was to learn how drivers involved 
in accidents compared with those not 


involved. 

This study had its genesis in the 
recognition of the magnitude of the 
motor vehicle accident problem in this 
country. With this recognition came the 
feeling that governmental and private 
agencies should have increasing re- 
sponsibility for accident prevention—a 
responsibility that went beyond existing 
programs of safety education, driver 
training, and highway construction. It 
was also realized that the important 
cornerstone in prevention—a knowledge 
of accident causation—was missing and 
could only be secured through research. 

With a problem as complex as acci- 
dent causation it was logical and essen- 
tial that various disciplines would be 
drawn into the planning and execution 
of research. The part that public health 
epidemiology could play was suggested 
on two separate occasions,’ * and within 
the last decade, research on human fac- 
tors in highway transportation has been 
carried out at the School of Public 
Health at Harvard University, using the 
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disciplines of engineering, social science, 
and epidemiology. 

In New York State the Department of 
Health was able to embark upon studies 
in 1953, which became two of the three 
pilot studies leading to the research to 
be reported in this paper. The next 
year they joined with the U. S. Bureau 
of Public Roads and the New York State 
Department of Public Works in a survey 
of accident and nonaccident drivers who 
used a strip of road between Albany and 
West Sand Lake, N. Y. Reports of these 
projects have been written by Hilleboe 
and James,® Beadenkopf,* Boek and 
Ianni,® and others in the Departments 
of Health and of Public Works. In 
1955 an Inter-Departmental Committee 
was formed from members of Health, 
Public Roads, and Public Works, repre- 
senting the fields of epidemiology, social 
science, traffic engineering, and statis- 
tics.* As the work progressed, the New 
York State Bureau of Motor Vehicles 
supplied accident records and the Auto- 
motive Safety Foundation granted funds 
for extra analyses on which this paper 
is based. 

Schenectady, N. Y., was chosen for 
the site of the research because its 
population of 97,000 was large enough 
to serve as a basis for sampling and be- 
cause officials there welcomed the study. 
The Inter-Departmental Committee met 
on a number of occasions to delineate 
areas for study and to decide the general 
approach. As project director and 
committee member, it was my job to co- 


* One representative from the U. S. Bureau 
of Public Roads on the committee was Charles 
W. Prisk who has been responsible for many 
traffic surveys and who was president of the 
Institute of Traffic Engineers. 


DRIVER BEHAVIOR AND ACCIDENTS VOL. 47 


ordinate their decisions, devise ways of 
carrying them out, and train and super- 
vise the staff. The work was planned in 
two phases. Phase I was a sample of 
drivers interviewed in their homes. 


Phase II was observation of another 
sample of people as they drove around 
Schenectady. Since the work on each 
phase was separate, it is convenient to 
describe method and results of Phase I 
before discussing Phase II. 


Method of Phase | 


In Phase I a random sample of house- 
holds was selected with area probability 
technics. (For this work, the City Di- 
rectory was completely useless and Sche- 
nectady Census Block Statistics were 
unreliable.) A schedule of questions 
for the home interviews was constructed 
and pretested in order to gather informa- 
tion for testing the approximately 60 
hypotheses of the study. These were 
concerned with attitudes, driving be- 
havior, health, exposure, socioeconomic 
status, and other characteristics of the 
drivers. The general hypothesis, put in 
null form, was that there is no difference 
between the group of drivers having ac- 
cidents and those not having accidents 
in terms of the 60 characteristics 
studied. 

At the end of the interview the driver 
was asked to keep a daily record of miles 
driven. At the end of each week for 
four weeks he was contacted by a worker 
from the field office to record the mileage 
of each day of that week. Coding of 
interview data was done on the schedules 
for punching and machine tabulation. 
Accident records were evaluated by a 
team of judges to determine whether or 
not the interviewed driver was responsi- 
ble for the accident. Drivers were then 
classified as no accident; accident in- 
volved, but not responsible; or accident 
involved and responsible. 

An automobile accident in this work 
was defined as an incident involving $50 
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or more damage and/or personal injury 
or death. The period for which accident 
records were obtainable was about two 
and one-half years prior to the interview 
date. Because of this limit, effort was 
made to secure exposure for the same 
period. Exposure was operationally de- 
fined as the number of miles driven dur- 
ing two and one-half years. It was con- 
sidered one of the important measures 
of the relative risk of having accidents. 


Results of Interviewing Drivers in 
Phase | of the Research 


Prevalence of Accidents—One hun- 
dred and nineteen of the 810 drivers, or 
about 15 per cent, were involved in ac- 
cidents during the two and one-half 
years. This amounts to a prevalence of 
approximately 6 per cent per year. 

Exposure and Accident Status—The 
idea that the more a person drives, the 
more likely he is to have an accident was 
tested first by comparing exposure to 
accident status. To do this the exposure 
of drivers was first serialized from low 
to high. Examination of the data showed 
that exposure increased gradually with 
no major breaks or concentrations. On 
the basis of this the 810 interviewed 
drivers were put into six equal groups 
of 135. 

The strength of the association be- 
tween exposure and accident status was 
now tested by comparing drivers in the 
six exposure groups by accident status 
(Table 1). A test of significance of the 
difference between proportions in the 
lowest and highest exposure groups 


Dr. Boek is director of the Behavioral Re- 
search Foundation, and is associated with 
Russell Sage College, Albany, N. Y. k 

This paper was presented before a Joint 
Session of the American School Health Asso- 
ciation and the Engineering and Sanitation, 
Health Officers, Occupational Health and 
School Kealth Sections of the American Public 
Health Association at the Eighty-Fourth An- 
nual Meeting in Atlantic City, N. J., November 
15, 1956. 


548 MAY 1957 


AMERICAN JOURNAL OF PUBLIC HEALTH 


Table 1—Schenectady Interviewed Drivers, Comparison of Six Exposure Groups with 
Accident Status for a Two and One-Half Year Period 


Exposure (2% Years) 


Accident Status (2% Years) 


Range Median No Accident Accident Not 
Group (Miles) (Miles) Accident Responsible Responsible Total 
No % No. % No. % No. % 

I O- 2,750 939 132 98 3 2 —_ — 135 100 
Il 2,758- 7,573 5,165 lll 83 18 13 6 4 135 100 
Ill 7,577— 12,669 10,020 118 12 9 135 100 
IV 12,690— 18,058 15,153 113. 84 12 9 Be. 135 100 
V 18,067— 26,854 22,295 lll 83 14 10 10 7 135 100 
VI 26,899--161,644 37,960 106 6 4 135 100 
Total 12,680 691 85 82 10 a7. 810 100 


Test of significance of the difference of proportions between the no-accident status in Groups I and VI resulted 


in probability of results occurring by chance to be less than one in 100. 


when I and II were compared with V and VI. 


showed a tendency, significant at the 1 
per cent level, for fewer persons driving 
the lower mileages to have accidents. A 
similar difference was found when the 
lowest third was compared with the 
highest third and when the lower half 
was compared with the upper half. The 
only group out of line with the general 
tendency was next to the lowest. More 
of them had accidents than would be 
expected. 

In view of this result, the decision was 
made to control for exposure in com- 
paring drivers by other characteristics 
and accident status. To increase the 
possible number in any one cell, Groups 
I, II, and III were combined and con- 
sidered low exposure, and Groups IV, V, 


Similar results were found 


(P 


and VI were put together for the high- 
exposure category. This was done after 
an analysis of other variables by the six 
exposure groups had shown that differ- 
ences were not masked when the groups 
were combined in this manner. 

To test the hypothesis that low- 
exposure drivers are more responsible 
than high-exposure drivers for the acci- 
dents they do have, all drivers having 
accidents were compared. It was found 
that a higher proportion of low-exposure 
drivers than of the others were judged 
responsible for their accidents, but dif- 
ferences were not significant. 

In addition to exposure, only seven 
other driver characteristics will be dis- 
cussed in this article. In order of 


Table 2—Schenectady Interviewed Drivers, Comparison of Sex and Accident Status 


Accident Status 


No Accident Not Accident 
Sex Accident Responsible Responsible Total 
No. Per cent No. Per cent No. Per cent No. Per cent 
Male 429 gla 30 67 13¢ 526 100 
Female 262 92a 7 15 5¢ 284 100 
Total 691 85 37 82 10 810 100 


aandc. Test of significance — P< 1. 


b. —5< P< 10 


presentation they are sex, age, weight, 
schooling, usual driving speed, drinking, 
and smoking. 

Sex and Accident Status—According 
to our folklore women are considered to 
have more accidents than men. In 
Schenectady, however, instead of the 
women, it was the men who were in the 
accident group, and this difference was 
significant at the 1 per cent level (Table 
2). When the men and women who had 
accidents were compared by responsibil- 
ity, it was seen that about the same per 
cent of each were judged responsible for 
their actions. 

To answer the question as to whether 
or not fewer women have accidents be- 
cause they drive less, exposure was held 
constant. In both the low- and the high- 
exposure groups women were found to 
have fewer accidents than men. This 
difference was significant at the 1 per 
cent level in the low and at approxi- 
mately 6 per cent in the high. Actually, 
fewer women in the high-exposure group 
had accidents than men in the low- 
exposure group. Even when drivers 
were divided into six exposure categories 
women in every one tended to have 
fewer accidents. 

Because of this significant distinction 
between male and female drivers, it be- 
came necessary to control for sex as well 
as exposure in analyzing the six remain- 
ing factors. 

Age and Accident Status—A person’s 
age is usually associated with his role in 
a society. For this reason age is often a 
convenient index of observed or ex- 
pected behavior. With respect to driving 
the accusation is often made that young 
people are high risks. When the dis- 
tribution of Schenectady drivers by 10- 
year age groups was examined, however, 
it was seen that few, if any, significant 
differences in accident status existed 
from young to old (Table 3). In the 
low-exposure group, women in their 
sixties tended to have more accidents 
than women in their twenties or thirties. 
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In the high-exposure group the men 
having fewer accidents were in their 
sixties while those having more were in 
their forties. These differences were sig- 
nificant, but all other differences were 
not. 

Weight and Accident Status—Results 
from one of the pilot studies led to in- 
clusion of a health question about weight 
in order to test the association between 
this and accident status when exposure 
and sex were kept constant. Tabulations 
were made of drivers according to cate- 
gories of underweight, normal, and over- 
weight. Although it looked as if high- 
exposure overweight males tended to be 
in the accident column, neither this or 
other differences were significant nor 
were any trends consistent. 

Schooling and Accident Status— 
Schooling was used here as one of the 
measures of socialization and socioeco- 
nomic level. No consistent trends 
existed, and only one difference was sig- 
nificant. In low exposure a significantly 
greater per cent of men with college 
or graduate training were in the no- 
accident column than were men with 
training of eleventh grade or less. 

Usual Speed and Accident Status— 
The pilot studies of this research had 
shown that answers to questions were 
similar to what people actually did. This 
was especially true for the speed that 
people said they drove and how fast they 
actually drove when observed. Re- 
sponses, therefore, to the question, 
“What is your usual speed on the open 
road where there are no speed control 
zones?”, could be used to test the idea 
that high speeds are associated with 
accidents. 

Replies to this question were placed 
in three groups which approximated 
under, at, and over the speed limit for 
New York State. Examination of results 
showed only one significant difference 
among drivers and no consistent trend. 
The one difference was found in the low- 
exposure group in that men who drove 
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right at the 50-mile speed limit tended 
to be in the accident category more than 
those who drove under it. 

Drinking and Accident Status—-Since 
many safety campaigns aim at preven- 
tion of drunken driving, it was of inter- 
est in this work to compare drivers by 
whether or not they drive after drinking. 
Several significant differences were 
found. Among low-exposure female 
drivers, those who drove occasionally 
after drinking had fewer accidents than 
those who did not drink or who did not 
drive after drinking. For women and 
men in the high-exposure group, the re- 
verse was true, with those who drove 
occasionally after drinking having more 
accidents than those who did not drive 
after drinking. 

Aside from comparisons among the 
groups, note can be made of the prev- 
alence of drinking for all the drivers. 
Fifty-six per cent of them drank. Of 
these, 42 per cent drove after drinking, 
and 20 per cent more occasionally drove 
after drinking. 

Smoking and Accident Status—A 
preliminary result in one of the pilot 
studies was that smokers tended to be in 
accidents more than nonsmokers. With 
Schenectady drivers initial examination 
of smoking data controlled by exposure 
seemed to indicate the same tendency. 
When sex was held constant, however, 
the only significant difference was be- 
tween female smokers and nonsmokers 
in the low exposure category (Table 4). 
It showed that a smaller per cent of 
women smokers than nonsmokers in this 
exposure group were in the no-accident 
class, and thus women who smoked 
tended to have more accidents than 
women who did not smoke. 


Method of Observing Drivers in Phase II 
of the Schenectady Research 


The purpose of observing drivers was 
to test the hypothesis that the way people 
drive is associated with having accidents. 


The sample for driver observations 
was selected to be representative of auto- 
mobile driving on the streets of Schenec- 
tady on week days. One hundred inter- 
sections were chosen at random from 
all those in the city as sampling points 
for selection of drivers that were to be 
followed. Determination of the hours 
of the day and number of cars that 
would be picked in each time period 
from every sampled intersection was 
made from available traffic volume 
counts. Half the cars selected were in- 
bound, or going to the center of the city, 
and the other half were outbound. Dur- 
ing each sampling time period a pair of 
observers waited in a car at the chosen 
intersection. After letting two passenger 
vehicles go by, they followed the third 
for a minimum of one mile and a maxi- 
mum of two. Unknown to the driver his 
actions were recorded on a specially pre- 
pared form. 

This form listed nine acts of driving 
such as turning, stopping, etc., which 
could be checked either on a safe or un- 
safe part each time the action was noted. 
Other information collected was license 
number, type of car, sex, and estimated 
age of driver. Car owners were assumed 
to be driving when the car was followed 
if description of age and sex tallied with 
data on the owner registration. Where 
differences existed a visit was made to 
the car owner’s home to find out who 
was driving. Accident records for 
drivers were then secured for compari- 
son of accident involved with no-acci- 
dent drivers on their driving behavior. 


Results of Observing Drivers in Phase I! 
of the Schenectady Research 


Of the total of 550 drivers who were 
observed in December and January, 114 
(21 per cent) had accidents, which was 
higher than the 15 per cent prevalence 
for interviewed drivers who were an- 
alyzed in Phase I of this article. When 


accident status of men and women were 


= 
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compared differences were not signifi- 
cant, although a somewhat higher per 
cent of men than women had accidents 
(23 and 15 per cent). Comparisons by 
age did not reveal any differences. There 
were also no differences in accident and 
no-accident drivers in the safe or unsafe 
manner in which they drove. 


Conclusions of the Schenectady 
Driver Behavior Research 


Phase I of the Driver Behavior Re- 
search in Schenectady, N. Y., consisted 
of home interviews with a randomly 
selected sample of drivers in order to 
compare drivers who had accidents with 
those who had not. All tabulations of 
results were controlled by sex and ex- 
posure, or miles driven, because these 
two factors were found to be associated 
with accidents. The findings reported 


here for the 810 drivers included com- 
parisons of no accident, accident not 
responsible, and accident responsible 


drivers by age, weight, schooling, usual 
speed on the open road, drinking, and 
smoking. 

In Phase II of the research a ran- 
domly selected sample of drivers were 
observed, unknown to themselves, as 
they drove around Schenectady. Acts of 
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the drivers were judged as safe or un- 
safe and this was noted on a series of 
scales. It was found that age and sex 
did not seem to be related to driving 
behavior, nor did drivers committing 
unsafe acts seem to have any more ac- 
cidents than those driving more safely. 

This research indicated the im- 
portance in future studies of studying 
male drivers separately from female 
drivers, of giving careful attention to 
measuring exposure, and of studying a 
random sample of drivers in a com- 
munity so that variables may be ob- 
served as they actually operate. 
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Trudeau School of Tuberculosis 


The 42nd annual session of the 
Trudeau School of Tuberculosis will be 
held June 3—June 21, covering the vari- 
ous aspects of pulmonary tuberculosis 
and also certain phases of other chronic 
chest diseases. Clinical material is drawn 
from the several tuberculosis hospitals 
and sanitariums in the area. The skills 
of the research laboratories, practicing 


tuberculosis specialists, and of authori- 
tative guest lecturers from different parts 
of the country will be called upon. 
Registration is limited; early applica- 
tion is advised. Tuition is $100. A few 
scholarships are available for qualified 
individuals. More information from the 
Secretary, Trudeau School of Tubercu- 
losis, Box 500, Saranac Lake, N. Y. 


An Experiment in the Administration of a 
Local Mental Health Program: The New 
York Community Mental Health 


Services Act 
ROBERT H. BROAD, M.D., M.P.H., 


Here a health officer presents an 
inspiring picture of a state-wide 
mental health service program from 
the very practical vantage point of 
a local administrative application. 


5~ Many have said that the promotion 
of sound mental health, the prevention 
of mental illness, and the treatment, 
care, and rehabilitation of the mentally 
ill outranks many, if not all, other health 


problems facing America. This becomes 
especially true if one applies a broad 
definition of morbidity as meaning any 
abnormal functioning of mind or body 


which interferes with the maximum 
productivity of the human being. 

The effect of the socioeconomic stress 
provoked by World War II, and made 
strikingly evident by the number of men 
deemed unsuitable for military service 
due to mental disturbances, has made 
us aware that our efforts in the field of 
mental hygiene have been only partially 
successful.' It has stimulated more 
definitive positive thinking about the 
proper solution. 

Faced with the increased costs of men- 
tal illness, and aware that the stresses of 
modern life have affected, and will con- 
tinue to affect, many of its citizens the 
New York Legislature passed an ena- 
bling act in 1949 providing for a Mental 
Health Commission.? This Commission 
was composed of the commissioners 
of correction, education, health and 
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welfare, with the commissioner of 
mental hygiene as its chairman. The act 
designated specific responsibilities to the 
group which may be briefly sum- 
marized: 

1. The development and correlation of men- 
tal health activities of public and private 
agencies operating at the community level in 
health, welfare, education, and other fields. 

2. The development, expansion, and co- 
ordination of psychiatric facilities, both 
inpatient and outpatient for all ages. 

3. Provision for recruiting, educating, and 
training personnel of all disciplines in psy- 
chiatric work. 

4. The development of a state-aided program 
for these expanded mental health services. 

5. Creation of research activities in the 
causes, prevention, diagnosis, treatment, and 
care of mental illness. 


The executive director and his staff 
were given the responsibility under the 
Commission for developing and accom- 
plishing these defined objectives.* There 
existed either no, or grossly inadequate, 
local mental health facilities, State men- 
tal hospitals regionally located often re- 
quired patients to be removed long 
distances for hospital care. Itinerant 
child guidance clinics supplied by the 
State Department of Mental Hygiene 
were regarded as being inadequate to 
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meet the needs of many communities. 
Localities having clinics supported by 
local government or voluntary agencies 
had insufficient financial resources or 
staff to meet the need. In many in- 
stances trained personnel were not avail- 
able to start or to expand local facilities. 

Pilot programs were needed. Further 
research and epidemiologic studies were 
required before an adequate evaluation 
could be accomplished and a program 
developed. Social welfare, public health, 
educational, religious, and youth group 
workers, who had been carrying a part 
of this load, supplied useful information. 
Institutes and seminars were conducted 
to further orient these allied disciplines 
in good mental health practices and to 
improve attitudes and experiences of 
those working in local clinics. 

In the spring of 1953, with many of 
the projects completed or under way the 
Mental Health Commission appointed a 
special committee to draft recommenda- 
tions for a system of state aid for com- 
munity mental health services based 
upon information accumulated by the 
executive director and his staff. Their 
suggestions were incorporated in the 
“Community Mental Health Services 
Act” adopted by the Legislature in their 
1954 session.‘ 

It has thus been made possible by en- 
actment of local law for any city having 
a population of more than 50,000 or 
any county outside the City of New York 
to provide local mental health services 
under the supervision and direction of a 
local mental health board. The general 
provisions for organization and financial 
assistance are similar to those for full- 
time local health departments. Assistance 
to cities and counties for expenditures, 
subject to reimbursement, is limited to 
50 per cent of the amount expended 
during the fiscal year, not exceeding an 
amount equal to one dollar per capita of 
population. 

Since there are no local representa- 
tives of the Department of Mental Hy- 


giene magistrates and local health, wel- 
fare, and police officers have specific 
responsibilities designated by the mental 
hygiene law relating to the apparently 
insane and indigent mentally ill. The law 
allows, and in instances stipulates, that 
the local health officer shall determine 
the sanity of persons and if he believes 
them to be insane, shall take the neces- 
sary measures to provide for proper care 
and treatment. This cooperative func- 
tion of health officers, even though de- 
fined by law, varies depending upon 
their interest in, and assumption of, 
responsibility for the mentally ill. The 
care and treatment is usually provided 
by regional state hospitals serving vary- 
ing numbers of adjacent counties. 

In the community Mental Health 
Services Act five categories of service 
are defined, any or all of which, after 
submission of a plan and approval by 
the commissioner of mental hygiene, are 
eligible for reimbursement.* 

1. Outpatient Psychiatric Clinics— 
The professional staff must include 
qualified personnel in psychiatric social 
work and clinical psychology under the 
direction of a qualified psychiatrist. He 
must assume medical and legal responsi- 
bility for the program of the clinic. 

Early diagnosis and treatment thus 
made available to communities provide 
a great volume of service outside the 
hospital. The frustrations of school sys- 
tems, welfare, and public health agencies 
may be solved by referral and consulta- 
tion. 

2. Inpatient Psychiatric Services in 
General Hospitals—Local care of the 
acute psychotic is thus made possible. 
Removal to a hospital at some distance 
will not be necessary and the stigma of 
being in a “mental hospital” may be 
removed. Individualized care in a 
facility smaller than our overloaded state 
hospitals may lend itself to shortening 
the time necessary for therapy. The re- 
habilitation of the patient may be 
undertaken along with other general 
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hospital admissions. It is hoped that 
the “protected atmosphere” of some of 
the larger hospitals will not exist and 
that the patient will not desire to remain 
longer than necessary. 

This psychiatric service must be a 
regular department of the hospital with 
beds for observation, diagnosis, care, 
and treatment under the direction of a 
psychiatrist. The service must be ade- 
quately staffed and the psychiatrist have 
qualifications acceptable to the commis- 
sioner of mental hygiene. 

3. Rehabilitation of the Convalescent 
or Discharged Patient—The state hos- 
pitals through the services of parole or 
after-care clinics have served great num- 
bers of patients in readjusting to their 
environment. The great jump from 
being a protected inpatient to becoming 
again a member of a family and com- 
munity is a tremendous hurdle and more 
gradual readjustment is often necessary. 
The family needs orientation and as- 
sistance in the part they should play. 
Handicapping effects of the patient's 
experience must be considered; voca- 
tional training, social technics, and 
other aids may be necessary to regain 
self-sufficiency and usefulness. This can 
be accomplished more easily if all are in 
the same community, or if the local 
clinic personnel collaborates with the 
mental hospital staff. 

4. Consultation and Education—The 
task of education, prevention, and case 
finding, that of dealing with minor emo- 
tional problems and intrafamily rela- 
tionships cannot possibly be accom- 
plished by the comparatively few 
psychiatrically trained persons. Physi- 
cians, educators, and the various dis- 
ciplines contributing to the social wel- 
fare, with proper orientation, guidance, 
sympathy, and understanding on the 
part of the clinic staff have a great 
contribution to make. They may very 
well separate “the wheat from the chaff” 
and refer to the clinics and hospitals 
only those in real need of the services 
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of the more highly skilled. These allied 
professions eagerly await adequate local 
guidance. 

Education of the public, especially 
parents, should include information con- 
cerning the positive approach to mental 
health, and the elimination of factors 
contributing to psychologic trauma. The 
individual must be motivated to improve 
his interpersonal relationships and the 
community to develop a healthy environ- 
ment for school, work, and recreation. 

5. Prevention—The basic causes of 
mental illness require elaboration by a 
psychiatrist, but are generally consid- 
ered as being organic, or of psychologic 
or functional etiology. Many preventable 
medical entities are known to be respon- 
sible for some of the former causes. 
Proper supervision in the growth and 
development of the child and the preven- 
tion of psychologic trauma is part of 
the solution to the latter. 

How much mental illness can be pre- 
vented in this highly complex world 
would be very difficult to estimate or 
determine. The development of mental 
health service in many localities at the 
grass-roots level offers opportunities for 
research as to cause and prevention in 
urban, rural, industrial, farming, and 
many different socioeconomic groups. 


Local Action 


The need for such programs at local 
levels has been demonstrated by the 
promptness of the passage of local laws 
and applications for financial assistance. 
At the close of the year 1955 nine Up- 
state counties and the City of New York 
had operating programs and were re- 
ceiving financial subsidy; by July 1, 
1956, four additional counties achieved 
this goal. Three more have passed laws 
and appointed their boards; two others 
have adopted the necessary law. Ten 
county boards of supervisors have indi- 
cated interest and in others citizen 
groups are active in promotion. 
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Two counties that had developed 
clinic services prior to the passage of 
the act have continued operation under 
their county health departments, secur- 
ing financial assistance from the state in 
this manner. Since these started opera- 
tion prior to the act they may continue 
with state subsidy under the regulations 
for health departments. 


Policy 


Some have questioned the necessity 
of another department and board in a 
local government, especially in counties 
having health departments. Coordina- 
tion of activities of two or more depart- 
ments depends upon mutual agreement 
and understanding between them, but 
mainly upon the personalities involved. 
This can be accomplished between two 
departments as well as intramurally. The 
population to be served, and the size of 
staff, should be considered in deciding 
whether it is economically feasible to 
establish two administrations or to dove- 
tail both into one. The local mental 
health board has the power to contract 
for services and facilities with voluntary 
agencies, or agencies of the city or 
county with the approval of the govern- 
ing body. Whatever the manner of pro- 
viding service may be, a voluntary 
group of interested persons representing 
local agencies and professions may be 
of great service to the community clinic 
in an advisory capacity. 

The policies and regulations of the 
commissioner of mental health are not 
rigid nor do they cover all the possible 
exigencies that are expected to arise. 
No limitation upon the per cent of the 
total budget that may be used for psy- 
chiatric care in the general hospital has 
been established. Should a time limit 
for local care of the patient be set, after 
which he must be transferred to a pri- 
vate or state mental hospital? Will 
too large a portion of local budget be 


used for therapy, thus limiting preven- 
tion and early case finding? 


Community Relations 


Public school systems, especially in 
rural areas, vary greatly in the number 
and quality of educational psychologists 
and guidance personnel. Many admin- 
istrators are more concerned about se- 
curing psychometric examinations of the 
retarded than meeting the problems of 
their maladjusted or insecure students. 
The troublemaker is constantly a dis- 
ciplinary problem, while the quiet un- 
social introvert, often unnoticed, con- 
tinues along his unhappy path. The 
mental health clinic will not completely 
acquiesce in such instances to the desires 
of the school administration. It will 
emphasize those areas which are the 
prerogative and responsibility of educa- 
tion, and through proper orientation 
direct the attention of educators to the 
more important basic problems of their 
pupils and the service that the clinic can 
render. 

School systems have a great contribu- 
tion to make to the total effort. Cincin- 
nati, Ohio, has, over a period of 13 
years, developed a practical program 
which includes®: the acceptance of the 
psychiatric team as consultants on 
school policy where it affects the mental 
health of children; a share in the respon- 
sibility for the health of the entire staff; 
an opportunity to work with teachers in 
the areas of their attitude toward chil- 
dren and teaching and the learning 
processes; and include in the school cur- 
riculum mental hygiene material. Atti- 
tudes of boards of education will gradu- 
ally change as mental health services in 
the community improve. They will be- 
come more critical and never completely 
satisfied, but realizing the importance of 
the clinic to the community will usually 
be strong moral supporters. Very pos- 
sibly with this change of attitude some 
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teachers in rural communities will be 
able to live as other normal adults 
rather than the exemplary existence of 
so many in the past. As a result the 
mental health of the classroom should 
improve. 

The typical commissioner of welfare 
is not acquainted with most of the emo- 
tional problems of the individual and 
his family—which constantly confront 
the caseworker—but more often is con- 
cerned with the economics of his depart- 
ment. The casework supervisor and 
the supervising public health nurse have 
through necessity become indirect coun- 
selors and advisers to many families. 
Good education of this supervisory per- 
sonnel will reap benefits for any mental 
health clinic. 

The philosophy of service and respon- 
sibility of health departments has gen- 
erally been based upon the needs of the 
community. Service has not been limited 
to those who, in need, have sought it. 
Many medical practitioners have been 
progressively cooperative—the pedia- 
trician by supervising the growth and 
development of children, the internist by 
promoting routine complete physical 
examinations for case finding and early 
diagnosis. Good education of the public 
has been accomplished in the care of 
the body and many physicians have 
taken the time to solve psychologic and 
emotional problems. Public health 
nurses have filled the gap, rendering 
assistance to physician and patient with 
education in the home as well as by 
morbidity nursing service. The total 
care of patient and family has resulted 
from proper direction by the physician 
and his reliance upon and confidence in 
the public health nurse. 

The traditional mental health clinic 
of the past has been conducted with the 
philosophy “We are here to serve you 
if you ask our assistance.” Its practice 
has been similar to that of the conserva- 
tive physician. The feeling has been 
expressed that the clinic personnel 
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should not cajole a person to attend the 
clinic. Should a patient not keep an 
appointment, the reason was often not 
sought, nor was any undue effort made 
to determine whether he was under 
proper care elsewhere. Inadequate staffs 
are undoubtedly a reason for this 
philosophy of the past. The modern 
mental health clinic cannot afford this 
attitude. Its activities cannot be con- 
fined to the four walls of the clinic— 
it must be a community service. 

The patient with a physical illness is 
usually aware that something is wrong 
and of himself seeks medical assistance. 
The person with a mental aberation may 
or may not recognize his difficulty; if 
he does he has a reluctance to accept it; 
a temerity to confess it to others; and 
especially to seek assistance from some 
one entirely unknown to him. The 
stigma of mental illness has influenced 
many families to protect their sick mem- 
ber from society and the help he de- 
serves. Would not a visit to the home 
by the clinic’s psychiatric social worker 
be psychologically correct in making it 
simpler for the patient to attend the 
clinic? Would not knowledge of the 
patient’s physical and social environ- 
ment in the home be of value to the 
clinic personnel in the proper manage- 
ment of the case? 

Information concerning any patient’s 
illness is basically confidential between 
the patient and those professionally 
responsible for his care. In some in- 
stances of physical illness it may be 
psychologically inadvisable to be com- 
pletely honest with the patient and en- 
trust the truth to a close relative. Health 
departments have for years handled 
confidential records in an ethical man- 
ner, but have held that a trust is not 
broken if some of the information is 
confided to others for the benefit of 
the patient, his family, and the com- 
munity. Has the public attitude of the 
stigma of mental illness been aided and 
abetted by the overzealousness of those. 
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psychiatrically trained in keeping too 
confidential similar matters concerning 
the emotionally disturbed? 

Is it not reasonable to assume that 
the comparatively small number of psy- 
chiatrically trained personnel cannot 
adequately handle the entire problem 
facing them? Should they not cau- 
tiously share their confidences concern- 
ing the emotionally disturbed with 
teachers, social workers, public health 
nurses, and other allied disciplines thus 
making use of all available assistance? 
Certainly, this should not be done with- 
out further education of these groups, or 
selected individuals from these groups, 
and only with continued guidance and 
consultation. Levels of responsibility, 
limitations of the service delegated to, 
or expected from, these disciplines must 
be established. 

Any agency that supplies services 
soon realizes the importance of good 
public relations. It is not to be expected 
that all will be satisfied, or that in all 
instances the service rendered will be of 
the quality or quantity the agency itself 
would prefer. Public support, both 
moral and economic, is dependent on the 
personal relationships of each member 
of the staff contributing to the public 
relations of the agency. 

Psychiatrists have been trained essen- 
tially to care for the hospitalized 
mentally ill or the person who seeks 
his services privately. Local mental 
health services require personnel who 
are well trained psychiatrically and in 
clinical psychology, but they will need 
in addition the direction of one who has 
had sound training or education in pub- 
lic relations and administration. Flex- 
ibility and adaptability to the com- 
munity’s mores without sacrificing the 


practice of good orthopsychiatry and 
professional ethics will, at first, be diffi- 
cult. This must be accomplished by 
educational procedures rather than by 
arbitrary actions. 


Conclusion 


The future of mental health in New 
York State seems brighter. Financial 
assistance to communities is available. 
The decision concerning and the re- 
sponsibility for local services rests with 
the city or county, stimulated by con- 
cerned local groups and agencies, aided 
by the State Department of Mental Hy- 
giene. The established basis for service 
is sound, provided it is made certain 
that too great emphasis is not directed 
toward local inpatient care of the men- 
tally ill. Adequate funds and personnel 
must be available for research, case 
finding, education training, and out- 
patient services. The task is not alone 
for those so specifically employed, but 
is rather a community effort, utilizing 
the experience skills and services of all 
in the various professions working 
toward the improvement of health and 
social welfare. 
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Air Pollution Research and Control in 


Great Britain 
ALBERT PARKER, C.B.E., D.Sc., F.A.P.H.A. (Hon.) 


This review of the control methods 
evolved in a country that has faced 
serious air pollution problems for 
many more years than we 
should prove helpful te those 
health authorities here who are 
struggling with this growing men- 
ace to the public’s health. 


*$ Gross contamination of the air of 
many large towns in Great Britain is 
part of the price that has so far had to 
be paid for the development of industry, 
to enable the country to support an in- 
creasing population at a rising standard 
of living. That small island has an area 
less than one five-hundredth of the total 
land area of the world, while the popu- 
lation is one-fiftieth of world population, 
so that the density of the population is 
more than 10 times the average for the 
world and for the United States. 

Development of industry in Great 
Britain during the last 150 years has 
been based on the use of coal as the 
major source of heat and power, and 
it is mainly from the use of this indige- 
nous fuel that the air of the towns is so 
heavily polluted. During the past 50 
years there also has been an increasing 
amount of pollution from the use of 
petroleum oils for furnaces and road 
transport. 

In the year 1800 the amount of coal 
used in the country for the generation 
of heat and power was about 12 million 
tons. It then began to rise rapidly un- 
til by the year 1900 the total inland use 
of coal was about 170 million tons and 
by 1955 it had reached 215 million tons. 
During the past 36 years the inland use 
of petroleum oils for the generation of 


heat and power has risen from less than 
two million tons in 1920 to more than 
20 million tons in 1955. 


Nature and Amount of Pollution 


Information has been obtained by the 
Fuel Research organization of the De- 
partment of Scientific and Industrial Re- 
search (DSIR) and by others on the 
amounts of the polluting substances dis- 
charged in relation to the weight of fuel 
consumed for various purposes. From 
this information and statistics on the 
main uses of the fuels estimates have 
been made of the quantities of some of 
the principal pollutants discharged an- 
nually into the air of Great Britain. 
The estimated quantities for 1955 are 
given in Table 1 to the nearest 0.1 mil- 
lion tons. 

From the limited information avail- 
able it is concluded that at the present 
time the amount of carbon monoxide 
discharged is about 10 million tons a 
year from domestic chimneys and 10 
million tons from industrial chimneys. 
The quantity from the engines of road 
vehicles using gasoline and diesel oil 
is about four million tons a year. 

So far, reference has been made only 
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Table 1—Estimates of Pollutants from the Main Uses of Fuels in Great Britain in 1955 


Quantity 


of Fuel 


Millions 
of Tons 


Fuel and 
Class of Consumer 


Pollutants Discharged 
Millions of Tons 


Sulfur 
Dioxide 


Grit and 


Smoke Dust 


Coal 
Domestic 
Electricity works 
Railways 
Industrial and miscellaneous * 
Coke ovens * 
Gasworks ft 


Coke 
Excluding consumption in 
gasworks and blast furnaces 


Oil 
Diesel and gas oil 
Fuel oil 
Creosote-pitch mixture 


Total 


0.9 
small 
0.2 
0.8 
small 
small 


* These figures for pollutants include those from coke-oven gas burnt unpurified. 
¢ Pollution mainly from the use of coke to heat retorts and to make gas. 


to air pollution from the use of fuels. 
In many areas there are chemical and 
other manufacturing processes from 
which are discharged polluting gases, 
vapors, and dusts not directly related to 
the combustion of fuels. In the middle 
of the nineteenth century there was a 
public outcry as a result of the estab- 
lishment of processes for making alkali 
(sodium carbonate) from common salt. 
From these processes large quantities of 
hydrochloric acid were discharged. A 
royal commission was appointed, and 
following its first report, the first Alkali, 
etc., Works Regulation Act was passed in 
1863 to deal with this and other special 


processes emitting noxious substances. 


Surveys of Distribution of Pollution 


The figures so far given for the quan- 
tities of some of the main pollutants are 


annual estimates for the country as a 
whole. This is not the full story. The 
incidence of pollution varies greatly 
from one locality to another, with time 
of year and with changes in meteoro- 
logic conditions. It is important, there- 
fore, to have systematic records of pollu- 
tion at numerous places over a long 
period of years. This has long been 
recognized in Great Britain. In 1912 
an Advisory Committee on Atmospheric 
Pollution was set up which began meas- 
urements of this kind. From the be- 
ginning the scheme of systematic meas- 
urements has received the active and 
increasing support of local health au- 
thorities and other cooperating bodies. 
About 230 now make regular measure- 
ments in their areas by methods laid 
down by the department. For nation- 
wide and continuous surveys of this 
kind it is important that the standardized 


| | 
36.7 0.1 0.9 
42.9 0.3 1.2 
12.8 0.1 0.4 
63.7 0.3 1.8 
27.1 small 0.1 
28.0 small 0.2 
211.2 
16.0 nil small 0.4 | 
3.8 small nil 0.1 ; 
. 7.4 small nil 0.5 
0.8 ; small nil small 
7 : 1.9 0.8 5.6 


Figure 1—Standard Deposit Gauge for 
Deposited Solid Matter 


methods should be simple to operate and 
not too costly in time and money. The 
results of the observations are received 
regularly at the station where they are 
analyzed statistically and correlated in 
a form suitable for inclusion in pub- 
lished official reports. The number of 
cooperating organizations is now five 
times as many as 10 years ago, and the 
number of measuring instruments they 
have in regular use is about 2,200, or 
more than 10 times as many as 10 years 
ago. This rapid increase continues. 
Some Results of the General Survey— 
The standard deposit gauge (Figure 1) 
is ordinarily exposed to collect the total 
deposited matter over periods of one 
month. It collects rain water containing 
soluble substances and insoluble par- 
ticulate matter that is sufficiently coarse 
to settle. From the analyses of the sol- 
uble matter the pollution by acid radicles 
(e.g., sulfates and chlorides) and basic 
radicles (calcium) are commonly deter- 
mined. Insoluble matter is usually ana- 
lyzed for tar, carbonaceous matter, and 
ash. The rain water in industrial areas 
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is usually more acid than in rural areas. 

Amounts of solid matter that are de- 
posited vary considerably from place to 
place, even over short distances. In 
some heavily industrialized areas in 
Great Britain the deposited solid matter 
(soluble and insoluble), as measured by 
the British standard gauge, reaches the 
equivalent of more than 500 tons per 
square mile per year, and on occasions 
may be as high as 2,000 tons, though 
such large amounts do not ordinarily 
occur over so large an area as one 
square mile or throughout the year. In 
large towns and some urban areas total 
deposits are commonly in the region of 
200-400 tons per square mile; in rural 
areas and small country towns the 
amount is normally less than the equiva- 
lent of 100 tons, and occasionally as 
low as 10 tons. It must be emphasized, 
however, that the results with any known 
type of deposit gauge are comparative 
only, and not necessarily absolute. With 
the simple open-cylinder type of gauge 


used by many investigators in the United 
States the results are much higher than 
with the British gauge. It would be an 
advantage if there could be a standard 
gauge accepted internationally so that 
the results in different countries could 


be properly compared. 

Smoke is ordinarily determined by 
passing a measured volume of air 
through a white filter paper and com- 
paring the darkness of the stain with a 
calibrated “scale of shades” (Figure 2). 
The result is expressed in milligrams of 
smoke per 100 cubic meters of air. The 
mean daily concentrations of smoke near 
ground level range from less than 1 mg 
in some rural and coastal areas to more 
than 100 mg in some densely populated 
industrial areas. Occasionally the daily 
concentration reaches 400 mg/cu m; in 
general these unusually high results are 
obtained during periods of severe fog. 
Emissions of smoke from some sources, 
particularly domestic chimneys, are con- 
siderably greater in winter than in sum- 
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Figure 2—-Apparatus for Daily Measure- 
ment of Smoke and Sulfur Dioxide 


mer. The domestic open-fire burning 
bituminous coal, which is common in 
Great Britain, produces more smoke per 
ton of coal burned than almost any other 
coal burning equipment. 

Measurements of the concentration of 
sulfur compounds in the air are regu- 
larly made by the “volumetric” and 
the “lead peroxide” methods. Neither 
method is specific for sulfur dioxide, but 
normally this gas is the main constituent 
measured by the methods. By the volu- 
metric method a measured volume of air 
is passed during a period ranging from 
one or two hours to as long as 48 hours 
through a solution of hydrogen peroxide 
(Figure 2) and the amount of acid so 
collected is determined by titration with 
alkali. The results are expressed in vol- 
umes of sulfur dioxide per 100 million 
volumes of air, results in these units 
being converted to milligrams per 100 
cu m by multiplying by 2.86. By the 
lead peroxide method a small cylinder 
or “candle” coated with lead peroxide 
of standardized activity is exposed to the 
air for one month and then analyzed 
for sulfate, as the sulfur dioxide taken 
up from the air is oxidized by the per- 


oxide to sulfate. The results are ex- 
pressed in empirical units of milligrams 
of sulfur trioxide per day per 100 square 
centimeters of lead peroxide exposed 
in the standard apparatus; they thus 
provide only comparative data. The 
candles must be protected from rain dur- 
ing exposure as is shown in Figure 3. 

Average results over several years at 
many sites in different parts of the coun- 
try ranged from less than 1 part of sul- 
fur dioxide per 100 million volumes of 
air in some rural areas to 20 parts per 
100 million in heavily polluted indus- 
trial areas. Daily results sometimes 
reach 100-200 parts per million, more 
particularly in industrial areas during 
periods of fog. The estimates in Table 
1 show that the weight of sulfur dioxide 
discharged into the air is about two 
and a half times the weight of smoke. 

Special Investigations of Distribution 
of Pollution—In addition to the system- 
atic surveys under the DSIR cooperative 
scheme, the Research Station undertakes 


special surveys and investigations of the 
factors affecting the dispersal of pollut- 


ants. For example, over a period of 
three years, an intensive survey was car- 


Figure 3—Lead-Peroxide Candle in Lou- 
vered Box for Sulfur Dioxide 
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ried out in and around Leicester with 
the object of obtaining information on 
some of the factors influencing the dis- 
tribution and dispersion of pollutants in 
a city. It was found that under certain 
meterologic conditions half the smoke in 
the city was derived from places extend- 
ing as far as 50 miles away. Since 1945 
detailed surveys have been made of pol- 
lution by sulfur dioxide in several areas, 
with the object of providing information 
on the effects of various factors, particu- 
larly the proximity of large electricity 
generating stations and other industrial 
undertakings burning coal and fuel oil. 
In an investigation, in cooperation with 
the iron and steel industry, it has been 
shown that the rate of corrosion of 
exposed metal increases with the degree 
of pollution of the air by sulfur dioxide. 

Pollution in Smog—Smog incidents 
that led to seriously increased mortality 
in Great Britain during the period 1873- 
1948 have been reported for the follow- 
ing dates: December 9-11, 1873; Janu- 
ary 26-29, 1880; December 28-30, 
1892; and November 26 to December 1, 
1948. The number of deaths attributed 
to the smog in London in 1948 was 300. 
In December, 1930, there was an inci- 
dent near Liége, Belgium, in which 63 
people lost their lives, and in October, 
1948, there was the smog in Donora, 
Pa., where there were 20 deaths. In 
neither of these incidents were there 
measurements of pollution for correla- 
tion with the mortality statistics. 

Over a period of four or five days 
from December 5—9, 1952, there was a 
particularly bad smog over an area of 
about 1,000 square miles in London 
and the Thames valley. Within about 
24 hours of the onset of this smog the 
polluted air was causing the deaths of 
many people from respiratory troubles 
and prize cattle were dying at the Smith- 
field Show in London. Before the end 
of the year there were 4,000 deaths 
among the people of London attributed 
to the effects of the smog. 
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In normal December weather in Lon- 
don the average concentration of smoke 
ranges from 45 mg/100 cu m in the 
central area to 10 mg in the outer area, 
and the concentration of sulfur dioxide 
ranges from 20 to 5 parts per 100 mil- 
lion parts of air by volume. During 
the smog of December, 1952, the aver- 
age concentrations of smoke and sulfur 
dioxide were about five times the nor- 
mal, and in some areas there were one 
or two days when the average was 10 
times the normal. As an over-all aver- 
age the pollution was about twice as 
great during the smog of 1952 as in the 
smog of 1948. 

It was realized that the disastrous 
effects of the 1952 smog may have been 
caused mainly by higher concentrations 
of the pollutants over short periods of 
only a few hours rather than by con- 
centrations in the range of the daily 
averages. For this reason it was decided 
to prepare for a more intensive investi- 
gation when the next -severe smog oc- 
curred. Arrangeiments were made to in- 
stall more instruments and to be ready 
to operate some of them over a larger 
number of consecutive periods of one 
or two hours. Methods of measurement 
were also developed for operation by 
street patrols for the instantaneous de- 
termination of smoke, sulfur dioxide, 
carbon monoxide, soluble sulfate includ- 
ing sulphuric acid, and hydrogen sulfide. 
The whole outfit for these instantaneous 
measurements is placed in a portable 
case carried as shown in Figure 4. The 
next step was to train hundreds of 
volunteers so that measurements could 
be made throughout the day and night 
in many streets, as planned. There were 
also arrangements for local control posts, 
each to maintain contact with groups 
of patrols, who were to be called out 
for action whenever the Meterological 
Office forecast persistent fog likely to 
last for at least 24 hours. 

After the arrangements had been com- 
pleted, there were no periods of severe 
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4—Equipment for Measurement 


Figure 
of Air Pollution During Fog, as Used 
by Volunteers 


and prolonged fog until November and 
December, 1955, and January, 1956. It 
is of interest to refer to some of the 
results obtained in the smog in London 
from January 4-6, 1956, which it is 
estimated caused the death of about 
1,000 people. 

As an over-all average, the concentra- 
tions of smoke and of sulfur dioxide in 
the air of London in the smog of Janu- 
ary, 1956, were about three times the 
normal for that time of the year. It 
was found that the average concentra- 
tions at places of measurement differed 
considerably over relatively short dis- 
tances, and it was observed that there 
were drifting “pockets” of pollution 
with concentrations several times the 
averages. 

Carbon Monoxide in Busy Streets— 
Measurements of the concentration of 
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carbon monoxide in the air of streets 
in London with considerable motor 
traffic have been made at various times 
during the last 30 years by the chemist- 
in-chief's department of the London 
County Council and more recently also 
by the Fuel Research Station. For com- 
parison, some measurements have also 
been made in the middle of Hyde Park 
away from traffic where all thé results 
have been below 1 ppm by volume. 

The measurements between 9 a. m. 
and 5 p. m. on one day each month in 
1955 over the sidewalks at nine busy 
street intersections gave results ranging 
between 1 and 60 ppm, with an average 
for all the measurements of 15 ppm. 
From measurements at several heights 
up to 100 feet above ground level at 
two busy places, it has been found that 
there is a steady decrease in concentra- 
tion with increase in height; at 100 feet, 
in a built-up area, it was about one-third 
of that at ground level. 


Medical Investigations 


Though evidence on the effects of air 
pollution on health is far from complete, 
enough is known to make it clear that 
it is injurious to both physical and men- 
tal health. It fosters disease, and it can 
cause death, as shown by the mortality 
data during severe smogs such as those 
in London in 1948, 1952, and early in 
1956. Death rates from bronchitis are 
very much higher in Great Britain than 
in Denmark, Norway, and Sweden, 
where the air is less polluted. The dif- 
ferences may not wholly be due to dif- 
ferences in the extent of air pollution, 
as other factors such as climate and type 
of occupation may play a part, but in 
general in Great Britain the death rates 
from bronchitis and pneumonia are 
higher in the large industrial centers 
of population than in the rural areas. 

It is recognized that there is urgent 
need for more precise knowledge on 
the effect of the various air pollutants, 
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separately and collectively, on health. 
With the object of obtaining such knowl- 
edge, many medical investigations are 
now in progress in Great Britain under 
the Medical Research Council, the Brit- 
ish Empire Cancer Campaign, govern- 
ment medical advisers, medical schools 
and hospitals, and by individual workers. 
In most of this work the Fuel Research 
Station cooperates in making physical 
and chemical measurements of pollution, 
chemical analytical investigations, and 
in statistical studies of the data. So 
much work is going on, or is, planned, 
that reference can be made f only a 
few of the investigations to indicate their 
scope. 

Four or five years ago a beginning 
was made in collecting the past environ- 
mental histories of residents in the North 
Wales and Liverpool Hospital Region 
who were diagnosed as suffering from 
any form of malignant neoplasm, and 
the data so obtained are being studied 
alongside data on air pollution (includ- 
ing determinations of benzpyrene and 
the results of spectrographic analysis for 
about 20 elements in smoke) and on 
tobacco smoking habits. The region in- 
cludes rural, urban, and thickly-popu- 
lated industrial districts. Evidence so 
far obtained suggests that air pollution 
is one of the factors affecting the inci- 
dence of lung cancer. 

Investigations are in progress in sev- 
eral parts of the country to ascertain 
the relationship between the incidence 
of bronchitis and other respiratory dis- 
eases, and the extent of air pollution; 
other environmental factors, including 
temperature and meterologic conditions 
generally, are being taken into account. 
In one investigation the incidence of re- 
spiratory illness is being studied among 
four groups of postal employees engaged 
on the same kind of work, but in dif- 
ferent localities; two of the groups are 
in places with considerable air pollution, 
one in an area of intermediate pollution, 
and one in a rural area. 
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Though it is not yet known whether 
the serious effect of heavy smog on many 
suffering from respiratory illness is due 
primarily to one or more constituents 
of air pollution, it was suggested by the 
Fuel Research Station that if part of 
the effect is due to acid oxides of sulfur, 
there might be some alleviation by 
emitting small quantities of ammonia 
into the air. Equipment for emitting 
the ammonia in suitable quantity has 
been tried by about 100 bronchitics, and 
the preliminary indication is that the 
result is beneficial. A kind of cravat, 
incorporating a controlled source of am- 
monia, also has been developed so that 
it can be worn near the mouth by people 
working out-of-doors during periods of 


smog. 


Abatement of Pollution 


Clearly, the most important work 
ahead in relation to air pollution is to 
endeavor to find practicable methods at 
reasonable cost of using fuels to provide 
heat and power and of operating indus- 
trial processes without the emission into 
the air of substances detrimental to 
health and property. In their report 
published in 1954 the Committee on Air 
Pollution estimated the total cost of the 
damage caused by air pollution in Great 
Britain to be not less than £250 million 
a year, and this figure did not include a 
loss of from £25 to £50 million from 
the imperfect combustion of fuel, which 
causes much of the pollution. Consider- 
able expenditure could be incurred, 
therefore, on means for preventing or 
mitigating pollution without over-all 
financial loss nationally, apart from the 
wider health aspects. 

Quality of Fuel—Much is being done 
by the National Coal Board to improve 
the methods of cleaning coal. Efficient 
cleaning reduces the quantity of incom- 
bustible matter or ash and thus reduces 
the quantity of grit and dust carried 
forward when the coal is burned. It 
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also reduces to some extent the amount 
of sulfur in the coal, and thus the 
amount of sulfur dioxide in the chimney 
gases. On average, British coals con- 
tain 1.5-1.6 per cent of sulfur, but there 
are wide variations below and above 
this proportion. 

Gasoline for road vehicles contains 
very little sulfur, diesel oil contains from 
0.4 to 0.8 per cent, but heavy fuel oil 
may contain up to about 4 per cent. 
The sulfur content of fuel oil can be 
greatly reduced by hydrogenation, but 
this would increase the cost of the oil 
by 50 per cent or more. 

Efficiency of Fuel Utilization—More 
efficient utilization of fuel and of the 
heat and power obtained from it means 
that less is needed to meet a given re- 
quirement. To that extent at least the 
amount of resultant air pollution is 
reduced. 

Intensive work has been in progress 
in several directions for some years to 
develop more efficient appliances and 
methods for domestic heating and cook- 
ing under conditions in Great Britain, 
and many new appliances for burning 
coal and coke more efficiently than those 
in use in most households have been in- 
troduced. The problem, however, is not 
only scientific and technical, it is also 
physiologic and psychologic, as most 
British householders still seem to prefer 
the old open fire burning coal with its 
ever-changing flames and in their view 
attractive appearance. 

As in other countries, the efficiency 
of generation of electricity is steadily 
being improved at thermal power sta- 
tions using coal and oil; today the 
average quantity of fuel consumed for 
each unit of electricity generated is only 
about one-third of the quantity con- 
sumed 35 years ago. The over-all aver- 
age efficiency of fuel by steam locomo- 
tives for rail transport is no more than 
about 6 per cent. This average efficiency 
can be roughly doubled by electrification 


and by the use of diesel engines in appro- 
priate circumstances, and the use of 
the last two methods is being steadily 
extended. 

Most of the 63.7 million tons of coal, 
given in the fourth item of Table 1 as 
used for industrial and miscellaneous 
purposes, was used for raising steam for 
processes and power and for heating fur- 
naces. In many works insufficient atten- 
tion has been given to the efficient use 
of the fuel and of the steam, power, and 
heat derived from it. There has been 
some improvement in recent years, partly 
because of the increasing cost of fuel, 
and largely as a result of the work of 
the fuel efficiency advisory service of 
the Ministry of Fuel and Power, which 
was begun about 15 years ago. In 1954 
this service was transferred to a separate 
National Industrial Fuel Efficiency Serv- 
ice financed by the nationalized fuel and 
power industries and by fees for the 
services provided. 

Complete combustion of the gasoline 
and diesel oil is not achieved in the 
engines of road vehicles, particularly 
with gasoline engines. Work by the oil 
companies, engine makers, and other 
research organizations is proceeding 
with the object of attaining more com- 
plete combustion and greater efficiency 
of fuel utilization. The difficulty is to 
attain this object fully without increas- 
ing the weight of the engine in relation 
to power developed and without detri- 
ment to the acceleration characteristics 
under the variable conditions on the 
road. 

Smoke—Domestic, open fires burning 
bituminous coal produce more smoke 
per ton of coal than any other fuel 
burning equipment in general use. With 
modern open-fire grates there is no diffi- 
culty in burning anthracite, low-volatile 
coal, and coke in pieces of appropriate 
size; but it is not proving easy to per- 
suade householders in the older houses 
to replace their old grates by the modern 


appliances, nor to burn coke. Some 
progress is being made. With further 
progress the supplies of solid smokeless 
fuels and of gas and electricity for 
domestic use will have to be greatly 
increased to replace coal. 

In the past, with the many thousands 
of relatively small hand-fired boilers 
burning bituminous coal at numerous 
industrial works, it has been difficult to 
avoid the emission of smoke immediately 
after stoking. There has also been dif- 
ficulty with some mechanical stokers 
with some types of coal. During recent 
years the Fuel Research Station has de- 
veloped simple equipment to replace the 
fire doors ordinarily fitted to hand-fired 
boilers, whereby the emission of smoke 
is almost eliminated. Tests on boilers 
have shown that with average coal not 
only is smoke eliminated, but the effi- 
ciency of steam raising is increased to 
effect a saving of coal consumption of 
5 or 6 per cent. More than 2,000 of 
these smoke eliminators have already 
been installed. 

Grit and Dust—Most of the grit in 
the flue gases of industrial boilers and 
other furnaces burning solid fuel can 
be removed by grit catchers of the types 
installed in many large works. Modern 
designs of cyclone dust extractors re- 
move most of the larger particles and 
can achieve an over-all efficiency in regu- 
lar use of 80 per cent or more. Electro- 
static precipitators take out the smaller 
particles to raise the over-all efficiency 
to 95 per cent or more. There is need, 
however, to extend the application of 
efficient grit and dust extractors in in- 
dustry generally. With certain processes 
in the steel industry entirely satisfactory 
methods of removal of dust at reason- 
able cost have not yet been developed. 

Oxides of Sulfur—No practicable 
method is in sight for removing most 
of the sulfur from solid fuels without 
converting them into gas, which can 
then be purified. Preliminary attempts 
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to retain the sulfur by additions to the 
fuels before combustion have not so far 
been promising at the furnace tempera- 
tures usually attained. 

There has been much work in Great 
Britain on the removal of sulfur dioxide 
from flue gases before discharge to the 
air. The concentration of sulfur di- 
oxide in the flue gas from the efficient 
combustion of British coal or coke is 
no more than about 0.1 per cent by 
volume, and even in the flue gas from 
oil containing 4 per cent of sulfur it is 
only about 0.2 per cent. Since the 
volume of flue gas discharged each day 
from a power station using 2,000 tons 
of fuel a day is in the range of 700 
million to 1,000 million cubic feet, the 
problem of removal of most of the sulfur 
dioxide at reasonable cost is not an easy 
one to solve. 

The only processes that have been 
applied on a full scale at power stations 
are those that have been operated at 
the electricity generating stations at 
Battersea and Bankside, and at Fulham, 
all in the London area. In the Battersea 
process the flue gas is washed with 
Thames river water, to which small 
quantities of calcium carbonate are 
added. The solution so obtained is 
oxidized with air to convert the dis- 
solved sulfite into sulfate, and the effluent 
is returned to the river. A quantity of 
water in the region of 35 tons for every 
ton of coal burned under the boilers, 
or about 15 million gallons a day for an 
installation burning 2,000 tons of coal 
a day, has to be circulated through the 
scrubber. An improved form of the 
Battersea process was put into opera- 
tion a few years ago at Bankside 
to treat the flue gases from boilers 
using oil containing 3.54.0 per 
cent of sulfur. In this instance more . 
than 97 per cent of the sulfur dioxide 
is being removed. With the new plant, 
at present prices of labor and materials, 
the over-all cost of the process is equiva- 
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lent to an addition of 8 to 10 shillings 
for every ton of coal burned, or rather 
more for each ton of oil. 

By the Fulham (Howden-I.C.I.) proc- 
ess the flue gas is scrubbed with water 
to which sufficient calcium carbonate is 
added to convert the sulfur dioxide to 
calcium sulfite, which is then oxidized 
to sulfate. From the washing water the 
calcium sulfate is separated as a sludge 
and the water is reused with further 
addition of chalk. Though there is little 
or no liquid effluent, there is a large 
quantity of troublesome sludge for dis- 
posal. The process was operated only 
for three or four years from 1936. 
Though it removed more than 95 per 
cent of the sulfur dioxide, there were 
difficulties in operation and it was 
costly. At present prices the total cost 
would be equivalent to at least 14 
shillings per ton of coal burned. 

Some years ago the DSIR set up a 
working group to study the problem. 
The group concluded that the most 
promising new method was that sug- 
gested from experiments carried out 16 
or 17 years ago by the Fulham Power 
Station and Simon-Carves, Ltd., but dis- 
continued in 1940. The investigation 
was resumed a few years ago at the Fuel 
Research Station and has been continued 
by basic work in the laboratory and 
with pilot plant treating 25,000 cubic 
feet of flue gas per hour (Figure 5). It 
is a noneffluent process in which the gas 
is scrubbed with a solution of ammonium 
salts to which ammonia is added at a 
rate corresponding with that of the ab- 
sorption of oxides of sulfur. Valuable 
products, ammonium sulfate or am- 
monium sulfate and sulfur, according to 
the source of ammonia used, are ob- 
tained. The experiments have shown 
that when operated under certain condi- 
tions, which are the subject of patent 
specifications, the process can remove 
well over 90 per cent of the sulfur di- 
oxide. To test the process further a 
pilot plant to treat 1.5 million cubic feet 
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Figure 5—Pilot Plant for Removal of 
Sulfur Dioxide from Flue Gas by 
Ammonia 


of flue gas per hour is being erected 
by Simon-Carves, Ltd., at one of the 
power stations of the Central Electricity 
Authority. 

Carbon Monoxide—There have been 
few serious attempts substantially to re- 
duce the quantities of carbon monoxide 
discharged from the combustion of fuels, 
with the main object of reducing air 
pollution. The quantities discharged 
from domestic and industrial chimneys 
are large, but the discharges are well 
above ground level. Improvements in 
the efficiencies of combustion must lead 
to a reduction in the quantities of carbon 
monoxide produced. 

The most important problem is to re- 
duce the quantity in the exhaust gases 
from the spark-ignition engines of motor 
vehicles, as these gases are discharged 
at low level. Work in the United States 
on catalytic units for completing the 


= . 
= 
4 
q 
‘ ie 


combustion of the exhaust gases has 
been followed with interest and one of 
these units is being tested by the Fuel 
Research Station. 


Legislative Control of Pollution 


The main statutory provisions for 
the control of smoke have been those 
in the Public Health Act, 1936. Under 
these acts local authorities have been 
empowered to make appropriate by-laws, 
subject to confirmation by the Minister 
of Housing and Local Government, regu- 
lating the emission of smoke of such 
color, density, or content as may be 
prescribed. Broadly, similar provisions 
were included in the Public Health (Lon- 
don) Act, 1936, and the Public Health 
(Scotland) Acts, 1897-1939. These acts 
apply to industrial smoke, not from 
domestic chimneys; and the provisions 
of the acts could not be applied so as 
to obstruct or interfere with the working 
of mines, or with a number of opera- 
tions in iron and steel works. Many 
local authorities made by-laws, all of 
them dealing only with “black smoke.” 
In general, these by-laws made it an 
offense to discharge black smoke for a 
total of two minutes within a continuous 
period of 30 minutes. It has also been 
an offense to discharge dust or effluvia 
injurious to the health of, or a nuisance 
to, the inhabitants of the neighborhood. 
Under the Public Health (Coal Mines 
Refuse) Act, 1939, local authorities 
could deal with cases of deposition of 
refuse from a coal mine where there was 
reason to believe that spontaneous com- 
bustion would occur. In all these cases 
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it has been a good defense to show that 
the best practicable means had been used 
to avoid the nuisances. 

For various reasons none of these or 
similar acts have been really effective. 
There was no provision in general legis- 
lation for declaring “smokeless zones,” 
but about 20 local authorities obtained 
special powers for the purpose by local 
acts. These powers have been used by 
only three or four local authorities. 

Recently, following the report of the 
Committee on Air Pollution, there has 
been placed on the statutes, the Clean 
Air Act, 1956, which should greatly 
strengthen the law in relation to the 
emission of smoke, grit, and dust from 
commercial and industrial furnaces, rail- 
way locomotives, and vessels on inland 
waters as defined. It enables any local 
authority, by order confirmed by the 
Minister of Housing and Local Govern- 
ment, to declare the entire district of 
the authority, or any part, to be a smoke 
control area, covering smoke not only 
from industrial, but also from domestic 
premises, thus avoiding the need for 
the trouble and expense of special local 
acts. In addition, in certain directions 
it strengthens the powers of the Alkali 
Act in dealing with smoke, grit, and 
dust from special processes. As soon 
as the regulations required under the 
Clean Air Act have been framed and 
the act comes into full operation, the 
work of the public health inspectors and 
the alkali inspectors will be greatly in- 
creased, but this is inevitable if clean 
air or much cleaner air is to be achieved 
in the industrial and urban areas of 
Great Britain. 


Use of Child Loss Data in Evolving Priorities 


in Maternal Health Services 
EDWARD R. SCHLESINGER, M.D., M.P.H., F.A.P.H.A., and 


NORMAN C. ALLAWAY, M.Sc. 


A small high risk group responsible 
for almost a fifth of all perinatal 
deaths is identified by this statistical 
study. The suggestion is made that 
a priority of MCH services be di- 
rected toward this limited group of 
mothers as a means of reducing 
this continuing loss of infant lives. 


In an earlier study, analysis of the 
changes in familial susceptibility to 
perinatal loss between 1936 and 1951 
disclosed an increasing concentration of 
fetal and neonatal deaths among women 
with a history of previous child loss." 
This analysis suggested the need for 


further research and for emphasis in 
public health services on the problems 
of this vulnerable group of women. 

There have been numerous studies of 
fetal and neonatal mortality rates in re- 
lation to age of mother, number of 
previous children, and previous child 
loss but, so far as we are aware, with- 
out treating these three factors together. 
In attempting to use these rates as a 
guide for the establishment of priorities 
for maternal health services, it would be 
more helpful to clarify the relationships 
among these various factors and the 
results of their combined effect upon 
perinatal mortality. 

As pointed out in our earlier paper, 
there are many other factors that in- 
fluence the outcome of pregnancy and 
survival of the infant. Some that were 
mentioned are social and economic fac- 
tors, climate, urban and rural setting, 
nationality or racial background, and 
educational status of the parents. Data 


on most of these factors are difficult to 
obtain and analysis of the material, when 
actually available, is extremely complex. 
The study of familial susceptibility to 
perinatal loss, in relation to age and 
parity of mother and to previous child 
loss, should, in itself, provide significant 
practical guide lines. Our previous 
study did not include women bearing 
their first children but was limited in its 
data to multiparous women in order to 
provide data comparable to the 1936 
study. The present study is an analysis 
of experience in Upstate New York 
(New York State exclusive of New 
York City), including all resident 
mothers with single births, to help de- 
velop priorities in maternal health 
services. 

Definitions and Methods—The cer- 
tificates used were filed with the New 
York State Department of Health for 
single deliveries to residents of Upstate 
New York on which data on previous 
children, previous child loss and age of 
mother were obtainable. For the analysis 
of neonatal deaths in the group of non- 
surviving live births, death certificate 
data were obtained from the routine 
matching procedures of the Office of 
Vital Statistics. Due to the difficulty 
encountered in analyzing birth data per- 
taining to mothers with multiple births, 
this study has been confined to single 
births. 

Certain specific meanings are attached 
to various terms used in this paper. 
Fetal deaths, paralleling New York State 
law, include, almost entirely, deaths of 
fetuses of 20 or more weeks’ gestation 
as reported on stillbirth certificates. A 
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Table 1—Perinatal Death Rates and Number of Births by Age of Mother and 
Number of Previous Children (Upstate New York, 1951) 


Number of Previous Children 


Five 
or 


Total None One Two Three Four More 


34.4 41.1 49.0 
(13,891) (6,102) (7,088) 
47.6 0.0 0.0 
(42) (4) (1) 
36.3 34.2 68.5 
(1,848) (468) (146) 
29.7 39.5 38.3 
(4,583) (1,823) (1,226) 
33.1 37.0 42.2 
(4,475) (2,028) (2,394) 
40.1 38.9 49.5 
(2,397) (1,364) (2,241) 
53.1 84.3 72.2 
(546) (415) (1,080) 


25.4 
(48,960) 
37.1 
(1,943) 
22.8 
(15,996) 
22.3 
(18,437) 
27.2 
(9,183) 
42.2 
(2,918) 


518 
(483) 


30.1 
(29,647) 


16.8 
(299) 
25.8 
(6,051) 
27.0 
(10,955): 
28.7 
(8,264) 
42.4 
(3,440) 
65.8 
(638) 


30.7 
(153,241) 
33.7 
(10,432) 
25.7 
(46,194) 
27.1 
(48,860) 
32.4 
(30,493) 
45.1 
(13,769) 


68.1 
(3,493) 


31.5 
(47,553) 
32.4 
(8,143) 
26.4 
(21,685) 
30.7 
(11,836) 
42.4 
(4,149) 
65.3 
(1,409) 


87.6 
(331) 


40 or Over 


N.B. In all tables, perinatal death rate is defined as perinatal deaths per 1,000 reported live births and fetal 


deaths. 


neonatal death is a death of a live-born 
infant occurring within seven days after 
birth (as contrasted to 28 days or one 
month as defined in the previous paper). 
The term, perinatal deaths, has been 
used to indicate combined loss around 
the natal period and includes fetal 
deaths and neonatal deaths as defined 
for purposes of the present study. 

The term, previous child loss, includes 
all fetal deaths and deaths of live-born 
children occurring prior to the termina- 
tion of the pregnancy under study. Due 
to the limitations of the study material 
it has not been possible to restrict the 
reported previous child losses to the 
perinatal period and thus a small pro- 
portion of older children are included in 
these losses. Since almost all the pre- 
vious child loss data reflect prior fetal 
and neonatal mortality, the results of 
the study are essentially the effects of 
such previous child losses on the 1951 
experience. 


General Results—The general material 
on which the detailed analyses are based 


is given in Tables 1 and 2. These 
tabulations relate the age of the mothers 
separately to the number of their previ- 
ous children and to the number of 
previous child losses suffered. 

For the total, a J-shaped pattern for 
perinatal mortality by age of mother 
was observed, with the lowest point in 
the 20-24-year-age group (Table 1). 
Among those with no prior children, the 
lowest rate was also found in the 20-24- 
year-age group. The highest mortality 
level of all parity and age groups oc- 
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of Medical Services, New York State Depart- 
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25-29 
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35-39 * 
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curred among primiparae 40 years of 
age and older. When considering all 
ages combined, the lowest total perinatal 
mortality was found in the group with 
one previous child. This group, in addi- 
tion, showed the lowest perinatal mortal- 
ity rates in each age group 20 years 
of age and over, with the lowest level 
of mortality in the 25-29-year group. 
With increasing parity a similar pattern 
of mortality curves was still present, but 
with higher rates and a tendency towards 
smaller increases with advancing age. 
With minor variations, patterns similar 
to that of perinatal mortality were found 
in the unpublished separate rates for 
fetal and neonatal mortality. 

The perinatal mortality rates by age 
of mother and number of previous child 
losses are given in Table 2. As was also 
shown for multiparous women in our 
earlier paper, the perinatal mortality 
rate for all ages was less than half as 
high among those with no previous child 
loss as compared with the next lowest 
child loss group, those with one previous 


loss. In the group with no previous 
losses, a J-shaped pattern of perinatal 
mortality by age of mother was again 
observed, with the lowest point in the 
25-29-year group. Apart from an ap- 
parently sharp increase in the age group 
under 20, there was a marked flattening 
of the pattern among the mothers who 
had suffered one previous child loss. No 
discernible pattern could be observed by 
age of mother among groups with two 
or more previous losses. Again, patterns 
of separate fetal and neonatal mortality 
rates by age of mother and number of 
previous child losses were very similar. 

Combined Effect of Factors—To pre- 
sent the combined effect of number of 
prior children and number of previous 
child losses on the perinatal mortality 
rate by age of mother, a separate table 
is needed for each age group (Tables 
3-8). 

There was a relatively small number 
of births to women under 20 years of 
age (Table 3). In this age group there 


was only a slight difference in perinatal 


Table 2—Perinatal Death Rates and Number of Births by Age of Mother and 
Number of Previous Losses (Upstate New York, 1951) 


Number of Previous Losses 


Age of 
Mother 
(Years) 


Total None 


One 


Two 


30.7 
(153,241) 


33.7 
(10,432) 
27.7 
(46,194) 
27.1 
(48,860) 
32.4 
(30,493) 
45.1 
(13,769) 


68.1 
(3,493) 


27.5 
(141,001) 
32.4 
(10,253) 
24.5 
(44,162) 
23.7 
(45,089) 
28.1 
(27,130) 
39.5 
(11,645) 


61.0 
(2,722) 


All Ages 
Less than 20 


20-24 


59.1 
(10,088) 


108.4 
(166) 
45.8 

(1,812) 
59.6 
(3,238) 
56.8 
(2,712) 
63.7 
(1,633) 


83.5 
(527) 


91.8 
(1,634) 


181.8 
(11) 
82.9 
(181) 
91.6 
(437) 
94.6 
(497) 
98.6 
(355) 


58.8 
(153) 


Five 
|| Three Four More 
(342) (ill) (65) 
0.0 
(2) (0) (0) 
| 192.3 166.7 0.0 
(26) (12) (1) 
25-29 208.3 235.9 142.9 
(72) (17) (7) 
30-34 101.9 310.3 176.5 
ig (108) (29) (17) 
35-39 108.4 212.1 300.0 
(83) (33) (20) 
40 or Over 215.7 250.0 150.0 
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Table 3—Perinatal Death Rates and Number of Births Among Mothers Less 
Than 20 Years of Age by Number of Previous Children and 
Previous Child Losses (Upstate New York, 1951) 


Number of Previous Children 


One 


Five 
or More 


31.6 


(0) 

(0) 
0.0 
(1) (0) 
0.0 0.0 


(1) (0 (1) 


death rates among those with one previ- 
ous child without previous child loss 
compared to primiparae. This is con- 
trary to the pattern in all other age 
groups, in which the primiparae pre- 
sented a much more unfavorable out- 
look. The perinatal death rates among 
this group of young mothers were con- 
sistently higher than among the mothers 
in the next two older age groups (up to 
age 30). 

Among the 20—24-year-old mothers 


with no previous child loss, a pro- 
nounced J-shaped pattern was evident 
with increasing number of previous 
children (Table 4). In this age group 
it is probable that mothers with three 
or more children have had closely spaced 
pregnancies. Among those with one or 
more previous losses, the perinatal death 
rates seem to bear a direct relationship 
to the ratio of previous child losses to 
previous children, as well as to the num- 
ber of previous children. 


Table 4—Perinatal Death Rates and Number of Births Among Mothers 
20-24 Years of Age by Number of Previous Children and 
Previous Child Losses (Upstate New York, 1951) 


Number of Previous Children 


None One 


Two 


21.3 
(15,340) 

59.5 

(656) 


26.4 
(21,685) 


Five or More 


24.1 


(5,303) 


35.5 

(704) 

68.2 
(4) 


Number of 
Previous Losses None || Two Three Four a | 
None 32.4 mz 40.8 
(8,143) (1,836) (245) . 
One 130.8 43.5 1 . 
(107) (46) 7 
Two 250.0 
(8) 
Three 
Number of Five 7 
Previous Losses PS |_| Three Four or More ; 
None mz 27.4 32.5 75.8 
s«((1,460) (308) (66) 
One 49.5 17.9 54.1 , 
(303) (112) (37) 
Two 106.7 52.6 83.3 
(75) (38) (24) 
Three 400.0 0.0 90.9 ; 
(10) (5) (11) i 
Four 400.0 0.0 
(5) (7) 
(1) 
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Table 5—Perinatal Death Rates and Number of Births Among Mothers 
25-29 Years of Age by Number of Previous Children and 
Previous Child Losses (Upstate New York, 1951) 


Number of Previous Children 


Number of 


Previous Losses None One 


Five 


Two Three Four or More 


30.7 
(11,836) 


19.9 
(17,767) 

85.1 

(670) 


None 


One 


Two 


Three 


Four 


Five or More 


21.8 
(9,752) 


62.4 
(1,138) 

184.6 
(65) 


24.5 
(3,717) 
52.6 

(722) 
4.1 
(136) 
125.0 
(8) 


24.7 
(1,293) 

40.2 
(398) 

122.8 
(114) 

500.0 
(16) 

1,000.0 
(2) 


23.5 
(724) 
35.5 
(310) 
82.0 
(122) 
125.0 
(48) 
133.3 
(15) 
142.9 
(7) 


In the 25-29-year-old-age group with 
no previous child loss, no definite in- 
crease in mortality was observed among 
those with an increase in the number of 


previous children beyond one (Table 


5). This pattern was observed in suc- 
ceeding age groups as well. In this 
group, those with no previous children 


showed a perinatal mortality rate about 
20 per cent higher than the rates for 
women with at least five or more previ- 
ous children. Among women with one 
previous child loss, there seemed to be a 
direct relationship of mortality to the 
ratio of previous child losses to number 
of previous children. 


Table 6—Perinatal Death Rates and Number of Births Among Mothers 
30-34 Years of Age by Number of Previous Children and 
Previous Child Losses (Upstate New York, 1951) 


Number of Previous Children 


One 


Five 


Two Four or More 


25.9 
(8,846) 
62.3 

(337) 


Four 


Five or More 


24.2 
(7,441) 
60.6 

(776) 
212.8 
(47) 


28.4 
(1,513) 
45.2 

(376) 
64.2 
(109) 
250.0 
(28) 
500.0 
(2) 


24.6 
(1,506) 
55.8 

(556) 
85.3 
(211) 
51.9 
(77) 
296.3 
(27) 


176.5 
(17) 


574 
|| 
| || 
|| 
Number of |__| 
Previous Losses None 
None 42.4 26.7 
(4,149) (3,675) | 
One 57.0 
(667) 
Two 92.3 
(130) 
Three 0.0 
(3) 
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Table 7—Perinatal Death Rates and Number of Births Among Mothers 
35-39 Years of Age by Number of Previous Children and 
Previous Child Losses (Upstate New York, 1951) 


Number of Previous Children 


Number of 


Previous Losses One 


None 


Five 
or More 


Two Three Four 


65.3 
(1,409) 


38.4 
(2,788) 


123.1 
(130) 


None 


Five or More 


37.8 
(3,092) 


81.3 
(320) 


107.1 
(28) 


31.2 
(1,986) 


70.8 
(367) 


157.9 


33.0 
(1,031) 
19.9 
(251) 
166.7 
(38) (66) 
333.3 71.4 
(6) (14) (63) 
1,000.0 161.3 
(2) (31) 
300.0 
(20) 


35.8 
(1,339) 


54.9 
(565) 


67.3 
(223) 


95.2 


With advancing maternal age there 
is a shift in the most favorable perinatal 
mortality rates in the no previous child 
loss groups. Whereas in the groups un- 


der 30 years of age the most favorable 
rates are found among the mothers with 
one prior child, this shifts to those with 
two prior children in the 30—34-year-age 


group, and to those with three prior 
children in the age groups 35 years of 
age or older. No other new clear-cut 
relationships appear in the pattern of 
perinatal mortality among older child- 
bearing women, except for their gen- 
erally higher rates in most subgroups by 
number of previous child losses and 


Table 8—Perinatal Death Rates and Number of Births Among Mothers 
40 Years of Age or Over by Number of Previous Children and 
Previous Child Losses (Upstate New York, 1951) 


Number of Previous Children 


One 


None 


Two Three 


87.6 
(331) 


47.0 
(447) 


111.1 
(36) 


Five or More 


65.7 
(563) 


73.5 
(68) 
0.0 

(7) 


52.7 

(455) 

54.8 
0.0 


500.0 


™ 
Three 
Four 
Number of Five 
Previous Losses 7 || P| Four or More 
None 73.2 51.8 
One 88.2 88.7 
(68) (282) 
Two 200.0 52.2 
(16) (15) (115) 
(2) (3) (46) 
Four 1,000.0 210.5 
(1) (19) 
150.0 
(20) 
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Table 9—Perinatal Mortality Quartile Groups by Age of Mother, Number of Previous 
Children and Number of Previous Child Losses (Upstate New York, 1951) 


Number of Previous Losses 


2 


Age of 
Mother (Years) 


Number of Previous Children 
4 5+ 


23 4 5+ 


Less than 20 
20-24 
20-29 
30-34 
35-39 

40 or over 


Dash in cell indicates rate with base of less than 50 livebirths plus stillbirths. 


number of prior children as compared 
with the age groups under 35 years of 
age. 

Evaluation of Priority—In order to 
present the complicated relationships in 
simpler tabular form, a scheme was de- 
veloped to indicate risk of perinatal loss 
for the combination of the three factors 
of age of mother, number of previous 


children, and previous child loss. The 
perinatal death rates for the various 
three-factor groups for which there were 
50 or more deliveries were arranged in 


increasing rate-order. This array was 
divided into four equal parts and each 
group was assigned a rating from one 
through four according to the quartile 
group in which it fell (Table 9.) This 
table is so set up that a rating is given 
for any specified age of mother, previous 
child loss, and number of previous 
children. 

Several broad groups fall into the 
highest risk quartiles (three and four). 

First: Mothers who had suffered loss 
of an only previous child, regardless of 
the age of the mother. 

Second: Mothers who had suffered 
two or more previous child losses, gen- 
erally irrespective of age of mother and 
number of previous children. 

Third: Mothers 40 years of age or 
over, with the exception of two groups 


which were on the borderline between 
quartiles three and two. 

Fourth: Mothers 25 years of age and 
older who had lost one child out of two 
or three previous children. 

Fifth: Mothers 30 years of age and 
older who had lost at least one child out 
of five or more previous children. 

Sixth: Mothers 20-24 years of age 
with five or more previous children with- 
out previous loss. 

Seventh: Mothers 35 years of age and 
older with no previous children. 

In these seven groups, with only 8 per 
cent of all deliveries, are found 18 per 
cent of the perinatal deaths. If maternal 
health services are at all effective in 
preventing perinatal mortality, concen- 
tration of services on these groups 
should reduce perinatal mortality to a 
greater degree than would be accom- 
plished by diffusion of available services 
without attempting to establish any sys- 
tem of priorities. 


Summary 


Consideration has been given to the 
use of perinatal death rates in suggesting 
priorities in maternal health services. To 
study this, an analysis was made of the 
relationships of perinatal death rates to 
a combination of factors: age of mother, 


0 1 ' 3 4 5+ 
S28 4-+-- ---- --- -- - 
-434 --3 -- - 
as 44313 --43 ote 
423342 -4344 ---3 


number of previous children, and previ- 
ous child loss. Perinatal death rutes 
among offspring of women with single 
deliveries in Upstate New York in 1951 
were calculated for each five-year age 
group of mothers according to the num- 
ber of previous children born to these 
mothers and the number of previous 
child losses they had suffered. 

Perinatal death rates (for the three 
factors combined) were arranged in as- 
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cending order and divided into quartiles. 
The higher risk quartiles (three and 
four) were considered to have higher 
priorities for service. These higher risk 
groups, comprising only 8 per cent of 
all deliveries, were responsible for 18 


per cent of the perinatal deaths. 
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How Psychiatric Nursing Is Taught 


An inquiry into how psychiatric 
nursing is presently taught and how it 
should be taught in undergraduate pro- 
grams in collegiate schools of nursing is 
being made by the National League for 
Nursing. The final report is planned 
for 1959 following five regional confer- 
ences and a summary national confer- 
ence of psychiatric nursing education 
experts. 

New methods of care, such as day 
care, follow-up home care, new drugs, 
and the new emphasis on prevention 


have prompted this reexamination of 
nursing education. Additional leader- 
ship responsibilities of the psychiatric 
nurse and the scientific and medical ad- 
vances in which psychiatry’s role is in- 
creasing are further stimuli to a review 
of nursing curricula. 

The study has been initiated by a 
grant from the National Institute of 
Mental Health and is being carried on 
under the auspices of the League’s 
Psychiatric and Mental Health Advisory 
Service. 


Field Trial of Typhoid Vaccines 
BRANKO B. CVJETANOVIC, M.D., D.M.Sc. 


Reported here is a study of the 
prophylactic value of typhoid vac- 
cine. The research could not have 
been carried out in this country be- 
cause the first essential would have 
been lacking: “a sufficiently high 
and constant typhoid morbidity rate 
in a well defined locality. . . .” 


Antityphoid vaccination has been 
practiced for about half a century. 
Though used in many countries its ef- 
fectiveness has never been demonstrated 
by a controlled field trial in man, ac- 
ceptable by modern standards. The 
field studies carried out in the British 
Army in India in the early years of 
this century were for a long time con- 
sidered as providing sound proof of the 
value of the antityphoid vaccination. 
However, these trials did not meet the 
requirements imposed by modern con- 
cepts of a strictly controlled field trial. 
This has been analyzed recently by 
Cockburn.* 

Typhoid fever cannot be studied ade- 
quately in laboratory animals except 
perhaps in chimpanzees as was suggested 
originally by Metchnikoff and Besredka ? 
45 years ago, and more recently by 
Edsall * and his co-workers who have 
repeated and extended these studies. The 
reason for this is that the infection in 
the usual laboratory animals bears no 
resemblance whatever to the infection 
in man. Moreover, laboratory potency 
tests on mice and rabbits are impossible 
to interpret conclusively because the re- 
sults seem to depend more on the tests 
used and the way they are performed 
than on the efficacy of the vaccine itself. 

The only way therefore to solve the 
problem presented by the controversial 


results and opinions from different 
laboratories, field workers, health 
authorities and others on the value of 
various typhoid vaccines was a properly 
controlled field trial. For this reason a 
strictly controlled field trial of typhoid 
vaccines was organized in Yugoslavia, 
aided by grants from the U. S. Public 
Health Service and the World Health 
Organization. 

The first problem, common to all field 
studies, was to find a suitable place and 
population for the trial. The following 
criteria had to be met: a sufficiently 
high and constant typhoid morbidity 
rate in a well defined locality with a 
population willing to collaborate in such 
a trial and medical services able to con- 
duct it; and, of course, the necessary 
funds had to be found. A field trial is 
always a costly affair though it is money 
well spent if properly carried out. After 
a thorough study of the epidemiology of 
typhoid fever in Yugoslavia the town of 
Osijek with about 50,000 inhabitants 
and the adjacent rural area comprising 
in total over 100,000 population were 
chosen for the trial. 

Though the general principles of con- 
trolled trials have been clearly put for- 
ward by a number of authors *® there 
is no ready-made plan which can be 
strictly followed in all circumstances. 
The planning of a trial should be based 
on these principles but the final program 
should be based upon the experience 
gained in a small carefully prepared 
pilot study in order to take into account 
local differences. In 1953 a pilot study 
was therefore performed in a small lo- 
cality of about 1,500 inhabitants. The 
whole program was checked and re- 
checked—the methods of propaganda 
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for vaccination, the most suitable ar- 
rangements to encourage people to vol- 
unteer, and methods of registration and 
assessment of the reactions. Based on 
the experience gained in this pilot study 
it was possible to set up a definite pro- 
gram which in practice worked out in all 
its details. It is worth while mentioning 
that the percentage of the total popula- 
tion vaccinated in the pilot study and 
later in the main trial were exactly the 
same. The results of the vaccination 
campaign in the main trial were essen- 
tially those calculated in advance on the 
basis of the pilot study results. 

Successful execution of a field trial 
depends very much on the proportion of 
people who do, or do not, readily volun- 
teer in the scheme proposed and on the 
staff who carry out the scheme. This is 
a human factor, after all, and a most 
important one. The members of the staff 
must have the right psychological ap- 
proach; and a good knowledge of, or at 
least a short training in, mental hygiene 
and health education is essential. If 
these aspects of the vaccination cam- 
paign are not carefully studied and suit- 
able preparations undertaken, there is 
little, if any, hope that the response of 
population will be satisfactory. 

Our staff passed a special preparatory 
course where they learned not only how 
to handle the ampules and syringes but 
also how to deal with people. More 
than a hundred of them, who partici- 
pated in the vaccination campaign, were 
previously interviewed by a psycholo- 
gist to assess their ability to contact 
people and to win them over for 
vaccination. 

The typhoid fever vaccine trial was 
designed to test the two most commonly 
used vaccines, namely, the alcohol-killed 
and preserved vaccine and the heat- 
killed phenol preserved vaccine. At 
various times each has been claimed to 
be effective and better than the other 
one. A Flexner II phenolized vaccine 
was used as a control. 
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The principle of utmost importance 
for any controlled field trial is a system 
of random inoculation which insures 
comparability of the groups. In this 
trial randomization was accomplished 
by the use of random letters. Each vac- 
cine was designated by two different 
code letters, the volunteers being vac- 
cinated according to a previously pre- 
pared list of these letters set out in 
random order. 

Tests for comparability showed that 
the groups were equal and highly com- 
parable as judged by: the number of 
vaccinated in each group, age, sex, oc- 
cupation, duration of the stay in the 
district, place of living, previous illnesses 
(diphtheria, typhoid, and paratyphoid) , 
previous inoculations, food and water 
supplies, etc. Moreover, the groups were 
tested for comparability as far as hos- 
pital admissions and diagnoses were con- 
cerned. It was found that all the three 
groups were comparable both in the 
number of hospital admissions and diag- 
noses for all diseases other than typhoid, 
the incidence of typhoid and the vaccine 
received being the only differences be- 
tween the groups. Though the numbers 
of cases in the groups were relatively 
small, significant differences were ob- 
served because of the high degree of 
comparability of the groups in all other 
respects. 

In addition to the assessment of 
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Table 1 


1954 


Vaccine Number 


Cases Rate/ 10,000 


1955 
Number * Cases Rate/ 10,000 


Alcohol 
Phenol 
Control 


12,017 17 od 
11,503 7 1 
11,988 23 2 


8,913 
8,595 
9,002 


Significance of distribution of total cases in the 3 groups 


X?2 = 11.8 (for f =2) 
P < 0.01 


* Primary ination 1954, reinf 


ing dose 1955. 


efficacy of the vaccines, 1,000 people 
selected at random were checked for 
reactions to inoculation and 200 for 
tests of the serological responses. The 
results obtained showed that the reac- 
tions to inoculations were essentially the 
same in all the three groups. Serological 
results showed that the vaccines could 
be distinguished by the serological re- 
sponse produced. In particular Vi titers 
were higher in those who received the 
alcoholized vaccine. The final results 
depend on a comparison of the morbid- 
ity rates in the three groups. Only cases 
of typhoid fever with positive blood 
culture were considered as “proved” 
cases. Statistical elaboration is based 
only on these, though “probable” cases 
(those with rising Widal or positive 
stool cultures) were duly recorded. Out 
of a total of 73 suspected cases 63 were 
finally classified as “proved.” 

A review of the data showed that (in 
1954) 35,508 people were completely 
inoculated with two injections three 
weeks apart. There were 12,017 in the 
alcohol vaccine group, 11,503 in the 
phenol group, and 11,988 in the control 
group. In addition 8,913, 8,595, and 
9,002 of these persons, respectively, re- 
ceived a booster dose of the correspond- 
ing vaccine in 1955. Altogether there 
were nine cases of typhoid fever in the 
phenol group, 23 in the alcohol, and 31 
in the control groups. The results 


for the various groups are shown 
in Table 1. 

The numbers of cases in the second 
year following a reinforcing dose are 
too small to justify any conclusion as 
to the effect of reinforcement. All that 
can be said is that they show the same 
trend as in the first year, there being 
fewer cases in the phenol group. Obser- 
vations on the population are being 
continued in the hope of obtaining 
further information. 

Another item of interest is that the 
relative protection conferred by the 
phenolized vaccine seemed to vary with 
age. Table 2 shows that up to the age 
of 14 the vaccine gave a satisfactory 
degree of protection. Between 15 and 
24 there is a suggestion of protection, 
but if these figures were the only ones 
available one would hesitate to draw 
conclusions. Over the age of 25 the 
figures are very small and although 
there were somewhat fewer cases in the 


Table 2 


Age Groups (Years) 


25and_ Ail 
15-24 Over Ages 


Vaccine 5-14 


Alcohol ll 5 23 
Phenol 2 3 9 
Control 15 6 31 


Total 28 14 63 


— 
6 6.7 23 ; 
| 2 2.3 9 
4 8 8.9 31 
63 


phenol group there is no valid evidence 
of protection. 

When a series of observations con- 
sistently shows the same trend one is 
perhaps justified in placing significance 
on differences which by themselves are 
not statistically significant. It is note- 
worthy therefore that the trend in all 
these groups is in the same direction. 

Furthermore, it is well known that re- 
lapses are more frequent after early 
treatment of typhoid fever with chloram- 
phenicol than in untreated cases. It 
might be anticipated therefore that a 
vaccine giving some protection against 
the disease might also reduce the fre- 
quency of relapses. In this trial two 
out of eight treated cases relapsed in 
the phenol group, there were six relapses 
in 17 cases in the alcohol group, and 12 
in 26 cases in the controls. The signifi- 
cance of these observations is doubtful 
but the direction of the trend is the 
same as that already shown. 


Summary 


By this strictly controlled field trial 
it has been shown that: 


1. An antityphoid vaccine can be prepared 
which is effective against typhoid fever in 
man. 

2. Phenolized vaccine is superior to alco- 
holized and consequently it seems that Vi 
antigen may not play the major role in the 
protection against typhoid fever. 

3. By serological tests on vaccinated per- 
sons the vaccines used could be differentiated 
from each other, the Vi titer being significantly 
higher following the alcoholized vaccine. 
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4. Laboratory potency tests of vaccines in 
animals as currently performed are not yet 
comparable with the results in the field. 


Though this trial of typhoid vaccines 
represents a definite contribution to our 
knowledge of the protection conferred 
against typhoid fever, many problems of 
antityphoid vaccination are still un- 
solved. For example: the value of 
acetone dried and other types of vac- 
cines, the protection conferred by two 
injections of antigen compared with 
that following three injections. These 
and similar problems can be solved only 
if further strictly controlled field trials 
of typhoid vaccines are performed. 

One may conclude after this short 
presentation—a full account is in prep- 
aration®*—of the main points of an 
antityphoid vaccine field trial with a 
general but justified statement: Con- 
trolled field trials of prophylactics are 
the most exact, rapid, and often the only 
way to the solution of many still un- 
solved problems in this field of preven- 
tion of communicable diseases. They 
represent without any doubt one of the 
most important steps in the progress of 
modern medicine. 
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Evaluation in the School Health Instruction 


Program 


JOHN HOWARD SHAW, Ed.D., F.A.P.H.A. 


The burden of this paper—that 
measuring performance rather than 
acquired information is the goal— 
has meaning for all areas of public 
health education, in the home and 
for the community, as well as in 
the school. 


*% Probably nothing can contribute as 
much to the improvement of the quality 
of health teaching in the schools as a 
very careful consideration of evaluation 
in this area. Inevitably such a project 
forces one to consider the choice of 
one’s objectives, the interests and needs 
of the pupils, the nature of the experi- 
ences involved in the learning process— 
in short, almost the entire school and 
community environment in which pupils 
and teachers function. 

This may be both a blessing and a 
curse—a blessing because it permits a 
broad approach to the subject of health 
and a curse because it is so easy to stray 
far from the original purpose of evalua- 
tion. An effort will be made in the re- 
mainder of this short, and therefore 
limited presentation, to avoid the latter 
pitfall while still thinking of evaluation 
in broad terms. 

Health educators are generally in 
agreement that the traditional practice 
of measuring acquired knowledge, al- 
though involved in the process, is an 
inadequate and incomplete approach to 
evaluation in health instruction. In the 
New York State Health Teaching Sylla- 
bus a recognition of the tendency to 
overemphasize knowledge in this respect 
has led to suggesting three procedures 
in the evaluation of pupil performance 


in health: (1) the pupil’s health status 
should be determined and his willing- 
ness and success in having needed reme- 
dial treatment should be considered; 
(2) the pupil’s health behavior should 
be noted and actual improvement in 
health habits should be appraised; and 
(3) the knowledge of the pupil should 
be tested.* 

Knowledge is purposely listed last be- 
cause too often too much attention, pro- 
portionally, is paid to it. This is in no 
way to be construed as meaning facts 
are not important in health teaching. On 
the contrary, facts are exceedingly im- 
portant. If one does not possess knowl- 
edge, intelligent direction of one’s ac- 
tions is impossible. The list obviously 
is based on a belief that practice is the 
ultimate goal of health teaching and that 
evaluation should include an appraisal 
of it. Let us consider some of the im- 
plications of these three procedures in 
the evaluation of health teaching. 

Pupil Health Status and Willingness 
to Obtain Needed Remedial Treatment— 
What more logical point is there at 
which to begin the evaluation process 
than by taking inventory of present 
health status? This involves each stu- 
dent in the process and it gives the 
teacher an opportunity to become inti- 
mately acquainted with him. Personal- 
ized objectives based on examination re- 
sults can be planned cooperatively and 
the student is more likely to be moti- 
vated to learn factual material because 
it is related to his recognized needs. The 
teacher, by the same token, will have 
added confidence in her choice of cur- 
ricular experience for the group of stu- 
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dents through a better understanding of 
their needs. It is a relatively simple 
matter to repeat the examination at the 
end of a period of instruction and deter- 
mine progress toward improvement of 
health status, including the extent to 
which needed treatment has been se- 
cured. Have the carious teeth been 
taken care of, glasses secured, tonsils 
removed, or weight controlled? If not, 
why not? Was an effort made to 
accomplish the goals set? Answers to 
these questions, carefully considered, en- 
able one to evaluate more objectively 
in this area. 

Patty,? in discussing the effective 
teacher of health, states that she “shoots 
with a rifle rather than with a shotgun” 
in presenting health facts and admoni- 
tions. The added understanding gained 
by the teacher through appraisal enables 
her to set her sights in terms of estab- 
lished facts, and the way is open for 
careful evaluation in terms of the ques- 
tion: did my teaching result in the cor- 
rection of recognized remedial defects? 

Obviously a student should not be 
penalized for failure to correct condi- 
tions over which he has no control, 
nor should such failure necessarily be 
charged against the pupil. The teacher 
may have failed, or at least have been 
a party to failure. In fact, the true 
spirit of evaluation should ask: What 
could have been done differently by 
both teacher and pupil so that next time 
the desired result might be achieved? 
Thus the emphasis is taken from the 
failure and transferred to finding a pos- 
sible way of succeeding next time. The 
goal of evaluation then becomes finding 
ways to achieve success rather than 
marking the status quo as such. 

Pupil Health Behavior and Actual 
Improvement in Health Habits and Atti- 
tudes—Should we attempt to measure 
health attitudes and behavior as a means 
of evaluating the success of a health 
teaching program? One school prin- 
cipal reacted to this question by saying, 
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“Our job is to teach them the facts and 
it is none of our business what students 
do about them.” In my opinion, this 
point of view is entirely unjustified. 

If a mathematics student knows the 
facts necessary to solve a difficult mathe- 
matical probiem but makes an error in 
long division or subtraction in working 
on the problem and so comes to a wrong 
answer, few teachers would agree that 
he should be given credit for solving it. 
By the same token health facts are the 
tools with which the student works and 
he should be evaluated, not only on his 
familiarity with the “tools,” but also on 
their application. Such use is indicated 
through the practice of good health 
habits and a display of desirable atti- 
tudes toward health. Many of us in 
health education have been reluctant to 
try to measure such results. To be sure 
they are not as easy to isolate and 
describe quantitatively as factual knowl- 
edge. Perhaps, instead of thinking of 
habits, we might substitute the word 
“performance” because it may seem less 
formidable to us. We evaluate perform- 
ance regularly in music, art, drama, 
or physical activities—so why not in 
health? 

It certainly would not be difficult to 
determine the percentage of the class 
who volunteered for Salk vaccine shots 
following a unit on _ poliomyelitis. 
Similarly, after the appropriate unit, 
it would not be difficult to deter- 
mine those who dress properly for 
weather conditions within the limits of 
the willingness or economic ability of 
their parents to provide such necessi- 
ties. In fact one of the measures of the 
success of health teaching in the school 
should be its impact on the behavior of 
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parents. This impact may come indi- 
rectly through their children or directly 
from the school through parent-teacher 
contacts of various types. Cooperation 
of parents is essential if changes in 
health habits are to result, since most 
of these habits are learned and prac- 
ticed previous to school attendance in 
the home environment. 

Certainly, many areas of behavior 
can be observed and recorded by one 
technic or another. Anecdotal records, 
surveys of student behavior, casual ob- 
servations, and conferences with stu- 
dents and parents can provide infor- 
mation on progress toward improved 
health habits and attitudes. Just re- 
cently Edwards* has criticized us for 
listing the establishment of proper atti- 
tudes toward health as one of our objec- 
tives without any corresponding effort 
to evaluate success in fulfilling this 
purpose. His suggestions of means of 
correcting this oversight range from 
random observations and oral student 


appraisals to a scaling technic which 
social psychologists feel is the most suc- 


cessful way of measuring attitudes 
through a paper and pencil approach. 
He strongly recommends use of health 
attitude scales until a better device is 
discovered. The number of such instru- 
ments in our field is limited, but perhaps 
more will be available in the future 
as a result of interest aroused through 
meetings such as this. 

Testing of Knowledge—The greatest 
shortcoming in the testing of knowledge 
in health, as in many other fields, is the 
failure to determine what a student, or 
a class, knows about the topic at the 
beginning of a period of study. Not 
only is it impossible to determine real 
progress without pretesting, but inevi- 
tably costly repetition follows such an 
oversight. This pretesting need not be 
an elaborate process, nor does it have 
to be in the form of a written examina- 
tion. Even impromptu discussions at 
the beginning of a unit of study may 
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partially serve this function. Pretesting 
has the added value of stimulating in- 
terest and motivating a group to im- 
prove its performance. Rightly con- 
ceived, pretesting helps us pin point our 
objectives in so far as the knowledge 
we wish students to acquire is con- 
cerned. Too often we teach subject 
matter and then at the end of a period 
of time have to check back to find out 
what we have been teaching in order to 
prepare an examination. 

No other single procedure will im- 
prove our teaching in health, as much 
as establishing specific, crystal-clear ob- 
jectives. This in turn makes for more 
specific teaching as the goals are more 
readily understood by both teacher and 
pupil. Evaluation is also relatively less 
complicated and the time-span involved 
in the learning process may be short- 
ened. The learning is more functional 
and realistic as opposed to a vague out- 
come, such as better health to be realized 
perhaps twenty years from now. The 
younger the group being taught, the 
more important the short-time span be- 
tween the goal and its accomplishment. 
Saving for a rainy day is not nearly as 
strong a motivation as saving for a 
bicycle to be purchased as soon as the 
needed sum is accumulated. Fraser * 
has reported that a discussion of stu- 
dents’ own immediate problems in health 
is of great interest to them. Therefore, 
she suggests that one way of evaluating 
our effectiveness as teachers of health 
might be to ask ourselves, “Do I know 
all of my pupils well?” If your answer to 
this question is doubtful, set about im- 
proving the situation immediately. 

In knowledge testing we often make 
the grave error of confining test items 
almost exclusively to inventorying 
straight factual material. Questions 
should also be prepared which sample 
attitudes or beliefs, or indicate ability 
to apply health information. Problem 
situations based on the, “What you 
would do?”, reaction are recommended. 
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While answers to these problems are still 
paper and pencil reactions, they at least 
require marshalling of factual material 
to solve a hypothetical situation. 

Too often in health teaching, as in 
other fields, the focus in evaluation is 
placed unduly on the student. Because 
of the personal nature of the subject, 
this may be embarrassing or even hu- 
miliating at times. Therefore, attention 
should be shifted to a large extent from 
the student to the teacher and to the 
program. 

When examinations are held the stu- 
dents should be made to feel that the 
evaluation is not only for purposes of 
finding out what they know, or do not 
know, but also to help the teacher evalu- 
ate the success of her own efforts. For 


example, instead of unduly emphasizing 
the mistakes students have made in an 
examination, the group might consider: 
(1) the appropriateness of the material 
studied; (2) changes to be made next 
time to capture student interest to a 


greater extent; or (3) technics or pro- 
cedures the teacher might have em- 
ployed that were not used. The attitude 
assumed can be one of mutual helpful- 
ness in order to improve the effectiveness 
of the unit for the next group. On this 
basis a student will be more willing to 
cooperate in the process. He will be 
less reluctant to face “self-evaluation,” 
as the purpose of such action is not so 
threatening to his ego. He feels himself 
more nearly in a partnership relation- 
ship with the teacher rather than in a 
subordinate role as a pupil. 

In a certain school recently the stu- 
dents who failed a biology course were 
being given credit for having passed a 
health course as a substitute. As ridicu- 
lous as this procedure may seem, it does 
present a warning to us of the danger 
involved in playing down the impor- 
tance of knowledge in the field of health. 
We must maintain high standards in this 
respect, but at the same time broaden 
our approach in evaluation to consider 
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all the other aspects of measurement 
touched upon in this presentation. 

One extremely rigorous test of the 
success of health teaching is to be found 
in the reflection of such knowledge in 
actual practices in the school situation. 
Do environmental conditions meet the 
standards recommended, are cafeteria 
conditions up to standard in regard to 
sanitation and quality of meals served, 
are working conditions for the students 
healthful? If we are to expect students 
to learn good health habits, we must 
not merely provide them with facts but 
provide also the conditions for their 
practice. 

A consideration of this area of evalua- 
tion brings up the whole question of 
evaluating the situation by check-lists 
or in terms of sets of recommended prac- 
tices. A number of such rating forms 
are available, but most of them are 
aimed at the total school health educa- 
tion program and so tend to be general 
in their approach. They are helpful, 
however, in gaining perspective, and 
more specific and detailed criteria could 
well be developed locally by this means. 
Anyone interested in existing evaluation 
instruments in school health education 
may refer to the November, 1955, issue 
of the Journal of Health, Physical Edu- 
cation and Recreation ® which carries a 
complete list of bibliographic data on 
such instruments, including their cost in 
some instances. 

My purpose in this presentation has 
been to try to develop a point of view 
in regard to evaluation in health instruc- 
tion. A bibliography is appended for 
those interested in exploring the subject 
more deeply than space permits in this 
paper. 
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Examination for Nurse Positions in the Indian Health Service 


The Civil Service Commission has announced an unassembled examination 
for nurse positions in the Division of Indian Health of the Public Health Service. 
Staff nurse, head nurse, and public health nurse positions are open. The last named 
requires additional study in public health nursing beyond the license to practice 
as a professional nurse required for the first two. Also eligible are senior nursing 
students who expect to complete their courses within six months. 

Indian health facilities are located in 23 states, mostly west of the Mississippi 
River, and Alaska. The 56 Indian hospitals are located in 14 states and Alaska. 

Further information and application forms may be obtained from any post 
office except in the 12 Civil Service regional office cities, where they must be 


obtained from such offices. They are also available from the U. S. Civil Service 


Commission, Washington 25, D. C. 


A Review of the Maryland Epilepsy Program 


JEAN ROSE STIFLER, M.D. 


Recounted here is the story of a 
public health program designed to 
make it possible for nine of every 
10 children with epilepsy to be 
helped to a useful life in the com- 
munity. 


*$ The fight against epilepsy has gained 
real momentum in recent years. Ad- 
vances in medical science, improved 
diagnostic facilities, and more effective 
drugs all contribute toward the control 
of seizures. Nevertheless, many aspects 
of the problem are still unsolved. How 
are these medical advances to be brought 
to the people who need them? How can 
public attitudes be changed? How are 
the schools to be convinced that children 
with seizures can attend regular classes? 
How are employers to know that most 
persons with epilepsy can be effective 
workers? Until the stigma attached to 
this disorder is removed epilepsy will 
remain a major sociomedical problem. 

According to Putnam,’ “the social 
and economic problems presented by the 
convulsive disorders are staggering.” He 
estimates about 50,000 epileptics are 
now in public institutions, with the cost 
of care approaching 20,000,000 dollars 
each year. The expense of caring for 
patients not in institutions, many of 
whom are unjustly refused employment, 
probably amounts to more than twice 
this amount. Lennox? estimates that 
“the total direct annual cost of epilepsy 
must be at least one hundred million 
dollars.” 

Studies have shown that approxi- 
mately four of every five epileptics are 
of normal intelligence and, that with 
early and continuous medical supervi- 
sion, using modern therapeutic measures, 


they can take a productive place in so- 
ciety. These newer technics, until re- 
cently, have been available only in the 
larger medical centers; hence increasing 
community understanding and provid- 
ing adequate diagnosis and treatment 
for patients in remote areas is a very 
real public health responsibility. With 
the help of the Children’s Bureau, the 
Maryland Epilepsy Program was inaugu- 
rated, in July, 1950, to meet this need 
and to attempt to extend the benefits of 
modern therapy to patients living in 
rural areas. The program was designed 
and continues to be directed toward 
those children with convulsive seizures 
who are amenable to treatment, but who 
do not require institutional care. The 


plan provides for case-finding, complete 


diagnostic work-up, and arrangements 
for follow-up care. 

Perhaps a word here about the State 
of Maryland would be helpful. It has 
a land area of 9,880 square miles and 
in 1950 had a population of 2,343,000. 
Approximately seven-tenths of its popu- 
lation is urban. There are 23 counties, 
varying from very rural to metropolitan 
and one, centrally located independent 
city—Baltimore with its two medical 
schools, each with a large teaching hos- 
pital. The State Health Department is 
also located in the city and each county 
has a health department with a full-time 
health officer. 

The over-all administrative responsi- 
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bility for the Crippled Childrens’ Pro- 
gram, of which the Epilepsy Program 
is a part, is in the Division for Crippled 
Children of the State Health Depart- 
ment, but close working relationships be- 
tween the counties and State Health De- 
partment and the two medical schools 
and hospitals are maintained. The bur- 
den of case-finding, clinic service and 
follow-up is carried by the county health 
department. 

The program has been largely financed 
as a Demonstration Project by federal 
“Reserve B” funds, totaling $30,000 a 
year. Of this amount, about two-thirds 
has been allocated to the Johns Hopkins 
Hospital and the University of Mary- 
land Hospital Seizure Clinics to be used 
for fellowships and additional staff. This 
serves two purposes: (1) training of 
physicians, nurses, social workers, and 
other personnel in the care of patients 
with seizures; and (2) strengthening the 
staff of the hospital clinics so that they 
are able to take care of the extra load 
of patients referred by the state pro- 
gram. Approximately $10,000 of “Re- 
serve B” funds have been used by the 
Division for Crippled Children for clini- 
cians’ fees and other services. 

Seizure clinics, staffed by visiting spe- 
cialists from the teaching hospitals, were 
established in several county health de- 
partments. Children with epilepsy, or 
suspected epilepsy, are referred to these 
clinics by private physicians, schools, the 
county health department staff, or other 
agencies. Following initial screening in 
the county clinic, the children are sent 
either to the Johns Hopkins or Univer- 
sity Hospitals for diagnostic work-up, 
including history, physical examination, 
and any necessary diagnostic procedures, 
such as x-ray of the skull, blood chem- 
istry, or electroencephalograms. Thus, 
the already established centrally located 
hospital facilities are integrated into the 
program. A report of the hospital find- 
ings on each patient is sent to the family 
physician, to the county health depart- 
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ment, and to the Division for Crippled 
Children of the State Health Department. 
After the hospital evaluation, the patient 
returns to the county clinic where medi- 
cation is regulated and arrangements 
are made for follow-up care. The family 
physician is encouraged to provide 
day-to-day supervision with the county 
clinic offering consultation service when 
needed; but the clinic follows those chil- 
dren who have no family physician. 

Clinic service is available locally in 
12 of the 23 counties of the State of 
Maryland. For the 11 remaining coun- 
ties no local clinic services have as yet 
been established, but some clinics in 
adjacent counties serve several of these 
counties and the two hospital clinics in 
Baltimore City care for patients from 
nearby areas. The frequency of clinic 
sessions in a county depends upon the 
size of the county and the case load. 
Some clinics are held only three or four 
times a year, while others are on a 
monthly or bimonthly basis. During the 
year 1954, 665 patients received services 
under the epilepsy program. These pa- 
tients made 1,297 visits to the county 
clinics and 548 visits to the hospital 
clinics. Five children were hospitalized. 
From July, 1950, to January 1, 1954, a 
total of 871 patients under the age of 
21 were registered in the epilepsy clinics. 
To analyze the operation and effective- 
ness of the program and to facilitate 
future planning a study was made of 
this patient load. 

A study form was developed and com- 
pleted, in so far as possible, for each 
patient. Information was obtained from 
the files of the Division for Crippled 
Children, from county health department 
records, and from the records of the 
University and Johns Hopkins Hospitals. 
For the sake of consistency the collec- 
tion, coding, and interpretation of data 
was done by two persons working in 
close cooperation. Since the informa- 
tion was obtained from service records 
which were not designed for study pur- 
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poses, there are inevitable limitations in 
the data. Furthermore, no attempt was 
made to assess or to compare various 
medical treatments. 

When interpreting the findings the in- 
adequate history of referral was kept in 
mind, for in reviewing the case histories 
it was apparent that frequently, when the 
referral source was questionable, it was 
credited to the health department. Some 
of these patients were probably referred 
from physicians, schools, and other 
sources. Nearly half of the total (422) 
were known to be referred by their 
family physician. As the impact of the 
program on the community increases, 
referrals from sources other than the 
health department should also increase. 
A total of 103, or 12 per cent, of these 
children were found to have no epilepsy ; 
and 79, or 9 per cent, did not return for 
complete studies and therefore had no 
final diagnosis; 689, or 79 per cent, were 
given a definite diagnosis of epilepsy. 

It is significant that 12 per cent of 
the total number of children registered 
at the clinics were found to have “no 
epilepsy.” This group included children 
with simple fainting spells, breath hold- 
ing spells, behavior disorders, and hys- 


teria. The removal of the suspicion of 
epilepsy in any child is an important 
function of the program. Inaccurate 
diagnosis may place a serious burden 
on the individual, as well as be the cause 
of long-term, expensive, and unreward- 
ing treatment. These children, in whom 
no evidence of epilepsy was found, were 
directed to the proper treatment facility, 
such as their own family physician or 
a mental health clinic where appropriate 
treatment could be instituted. The 79 
children who received no final diagnosis 
indicate the need for a more intensive 
effort to insure that a definite diagnosis 
and proper follow-up care are obtained 
for all children registering at the clinics. 

The grouping of patients by type un- 
der the general diagnosis of epilepsy is 
complex and difficult. Terminology is 
not always definitive or uniform, and 
there is the added complication of the 
presence of such other handicaps as 
cerebral palsy or mental retardation. 
The classification shown as a footnote 
to Table 1 was developed based on the 
type of seizures, with the presence or 
absence of other complications indicated 
for each type. 

Table 1 shows the distribution of the 


Table 1—Number of Patients with Diagnosis of Epilepsy by Type of Seizure, 
Maryland Epilepsy Program: July 1, 1950—December 31, 1953 


Per 


cent 


Total All 
Patients 


Diagnostic 
Classification * 


Without Other 
Complications 


Patients 
with Other Per 
Complications ¢ cent 


Patients 
Per 
cent 


Major seizures 437 
Minor seizures 54 
Psychomotor seizures 9 
Miscellaneous seizures 12 
Mixed type seizures 177 


Total 689 


280 64 157 62 
10 10 4 
1 
2 2 
23 78 


251 


100.0 


* Diagnostic classification : 


Major seizures: Includes grand mal, focal, tonic, Jacksonian, and major motor disturbances. 
Minor seizures: Includes petit mal, akinetic, myoclonic, typical staring spells, and minor motor disturbances. 


Psychomotor seizures. 


Miscellaneous seizures: Includes diencephalic, sensory, and abdominal. 
Mixed seizures: Any combination of the above four types. 


¢ Other complications include such 


as bral palsy and mental retardation. 


64 
8 
1 
1 
26 
¢ 
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Table 2—Number of Patients with Diagnosis of Epilepsy by Age at Onset of Seizures, 
Maryland Epilepsy Program: July 1, 1950—December 31, 1953 


Total All 
Patients 


Age at Onset 
of Seizure 


Per Without Other 


cent Complications* 


Patients 
Per with Other 
cent Complications* 


Patients 
Per 


cent 


we 


6-7 

8-9 

10-11 

12-13 

14-15 

16-17 

18 and over 
Age unknown 


Total 


N 


El 


disi 


hh 


| palsy and mental retardation. 


* Other complications include such as 


689 patients with a diagnosis of the 
epilepsy classified according to these 
criteria. A total of 438 patients had a 
diagnosis of epilepsy without additional 
complications. This does not neces- 
sarily imply that all of these children 
had idiopathic epilepsy, but it does 
mean that, at the time of the initial ex- 
amination, the child showed no handi- 
capping condition other than seizures. 
Patients in this group may have suffered 
anoxia or a cerebral injury at birth, 
but the history was too unreliable to 
classify them as such. 

In addition to epilepsy, 251 or 36 per 
cent of the patients had other major 
handicaps, such as cerebral palsy or 
mental retardation. This considerable 
proportion underscores the fallacy of a 
restrictive or rigid diagnostic approach 
to crippling conditions. Many children 
have multiple handicaps and should be 
considered from the point of view of 
the whole child. For example, in order 
to provide adequate service for a child 
with cerebral palsy, it is necessary to in- 
clude the control of seizures. The num- 
ber of patients with minor and psycho- 


motor seizures seems unduly small and 
perhaps indicates the need to sharpen 
case-finding technics and to intensify 
educational efforts in the communities. 
Many parents or teachers, for example, 
notice staring spells but consider them 
to be inattention and do not seek pro- 
fessional help. 

Of the patients, 54 per cent were male 
and 46 per cent were female. Three- 
quarters of the patients were white and 
one-quarter were nonwhite. In the 
counties of Maryland, approximately 16 
per cent of the population is nonwhite. 

There were 38 known instances in 
which the fathers of these children had 
a history of seizures and 50 in which 
the mothers had a known history of 
seizures. Of the possible total of 1,378 
parents, this represents 88 known in- 
stances, or 6 per cent, which does not 
indicate any unusual hereditary influ- 
ence and approximates the figures re- 
ported by Bridge,* and others. 

In Table 2 patients are tabulated by 
the age at onset of the seizures. Over 
half the patients with epilepsy accom- 
panied by other major complications 


Years 
Under 2 = 37 133 53 
2-3 52 21 ' 
45 23 9 
12 4 
5 2 
5 2 | 
13 5 
0 0 
1 
0 0 | 
7 3 | 
100.0 251 100.0 
| 
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had an onset under two years of age, 
compared to just over a quarter of the 
patients with epilepsy unaccompanied 
by other major complications. Two- 
thirds of all patients had an onset in 
the preschool years, that is, before the 
age of six. If this large group of chil- 
dren could have been adequately diag- 
nosed and could have had their seizures 
controlled before entering school, it is 
reasonable to predict that many emo- 
tional disturbances and much hostility 
and rejection by the community could 
have been prevented. 

According to Livingston, the degree 
of success in the control of seizures de- 
pends largely on the early diagnosis and 
instigation of treatment. A comparison 
of the age of onset of seizures and the 
age of the first visit to clinic showed 
that 31 per cent of the patients visited 
the clinic within a two-year period after 
onset and that 27 per cent were seen in 
the next two-year period. Considering 
the infancy of the program, this lag is 
not too significant. Many patients came 
as soon as the clinic was started: it is 
expected that with the service well estab- 
lished and with increased community 
knowledge the age at first visit will more 
closely approximate the age of onset. 

Table 3 shows the status of the pa- 


Table 3—Number of Patients with Diag- 
nosis of Epilepsy by Status, Maryland 
Epilepsy Program: December 31, 1953 


Per 
cent 


Number of 


Status Patients 


Attending county clinics 

Under care of private phy- 
sician 

Attending hospital seizure 
clinics 

Institutionalized 

Moved out of state 

Deceased 

Discharged 

Unknown 


Slesesen 


Total 


591 


tients and the management of their 
follow-up care. A large majority of the 
320 patients who are still attending the 
county clinics and many of the unknown 
group are undoubtedly seeing their 
family physicians regularly. It was im- 
possible to check with the individual 
physician in each case to verify this 
fact. It is interesting to note that 3 per 
cent of the patients have been dis- 
charged. These were children who were 
free of seizures when they came to the 
clinic. Usually medication is given to 
these patients for two to four years and 
then discontinued slowly over a period 
of a year or more. The percentage of 
patients discharged should increase after 
the clinics have been functioning for a 
longer period of time. 

Table 4 shows the effect of treatment 
on a selected group of 385 children. 
This group consists of those children 
whose seizures were not controlled when 
they first came to clinic and whose exact 
seizure history was known. All had 
been on medication for at least six 
months. Half the group were considered 
controlled on medication; that is, they 
had had no seizures in a year or more. 
The “probably controlled” group, com- 
prising an additional 13 per cent, con- 
sists of those children who had had no 
seizures since their medicine had been 
regulated, six to 11 months, but had not 
been seizure-free long enough to call 
them controlled. Many of the “im- 
proved” group (27 per cent) are ex- 
pected to progress to the controlled 
group after sufficient time for proper 
adjustment of medication. Only 10 per 
cent showed no improvement. 

An attempt was made to obtain infor- 
mation from parents, social workers, 
teachers, public health nurses, and others 
on the social adjustment of the patient 
before and after treatment. The project 
had to be abandoned, however, because 
of inadequacy in the information ob- 
tained. An interesting sideline was the 
fact that adequate information was avail- 


46 
17 
6 
4 
1 
3 
12 : 
| 100.0 
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Table 4—Selected Patients with Diagnosis of Epilepsy by Effect of Treatment, 
Maryland Epilepsy Program: December 31, 1953 


Per 
cent 


Total All 
Patients 


Effect of 


Treatment 


Without Other 
Complications* 


Patients 
with Other 


Complications* 


Patients 
Per 


cent 


Per 


cent 


Controlled 50 
Probably controlled 13 
Improved 27 
No improvement 10 


100.0 


Total 


15 ll 
57 47 36 
23 14 10 


136 57 43 
36 


252 100.0 


* Other complications include such conditions as cerebral palsy and mental retardation. 


able on the mentally retarded children 
in the group, who apparently constitute 
major problems of one sort or another 
in the community and, as a result, are 
known to school authorities and to the 
health departments. It may be that the 
children who are of normal intelligence 
present fewer major problems and for 
this reason information on them is more 
difficult to obtain. A satisfactory study 
of social adjustment would be timely, 
interesting, and useful. It is hoped that, 
as additional states provide services to 
children with seizures, provision for this 
type of evaluation will be made. 

No attempt was made before starting 
the program to determine the number 
of epileptic patients in the state. Using 
the over-all national figure of one in 
200,5 however, it is estimated that there 
are approximately 2,788 patients in 
Maryland under 21 years of age with 
epilepsy. After two and a half years 
of service in the 12 counties where local 
clinics were established, 34 per cent of 
the expected number were known. In 
the counties where there were no local 
clinics only 14.5 per cent of the ex- 
pected number were known to the pro- 
gram. In a few counties with an in- 
tensive program the proved cases closely 
approximate the expected incidence (0.5 
per cent of population). This seems to 
confirm the fact that specialized services 
are needed and used more in remote 


areas. It also appears that high quality 
diagnostic clinics have a tremendous 
case-finding value. 

The epilepsy clinics have become a 
vital and integral part of the generalized 
public health program in 12 counties in 
Maryland. The supervisor of special 
education in one of the counties ex- 
pressed her opinion of the value of the 
program: “We find that diagnosis is 
thorough and the treatment most satis- 
factory.. We maintain a very close 
working relationship with the clinic staff. 
We are able to provide them with valu- 
able records of the patient’s response to 
therapy and progress. They, in return, 
are quick to look into problems which 
may arise and give us the guidance and 
help we need. Because of the very close 
integration of our work with the County 
Department of Health, we are able to 
get most satisfactory results with chil- 
dren known to the seizure clinic. 

I feel that the seizure clinic has: 
(1) made adequate diagnosis and better 
control available to all children; (2) de- 
veloped a feeling of complete acceptance 
on the part of the schools for these chil- 
dren; (3) given the community a better 
understanding of the problems involved; 
(4) helped to eliminate the stigma of 
this condition; and (5) provided a set- 
ting in which doctors and educators can 
combine their efforts toward the best 
possible results with children.” 


| = 

| 
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The actual cost of the program has 
not been estimated. It would of neces- 
sity include the cost of the clinic quar- 
ters and a proportion of salaries of the 
full-time county health departments 
staffs, as well as a part of the cost of 
administration at the state level. Ex- 
cluding these aspects the State Crippled 
Children’s Program has spent, for direct 
service, a little over $11,000 a year. This 
includes about $7,500 for clinicians’ 
fees and travel expenses and about 
$4,000 a year for hospital care, includ- 
ing the purchase of some drugs. 


Conclusion 


This study has pointed out several 
areas which call for more intensive work. 
There is evidently a need for continued 
education about epilepsy in the commu- 
nity as well as for periodic inservice 
education of the health department’s 
professional staffs. This is illustrated 
by the group of patients who were not 
followed through sufficiently to have a 
diagnosis made. In addition, the rela- 
tively low number of patients with minor 
seizures and psychomotor epilepsy indi- 
cates that more emphasis should be 
placed on case finding. If case finding 
is to be complete and adequate services 
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are to be provided, clinics should be 
established in each county health de- 
partment. 

The study has conclusively shown 
that modern therapeutic measures can 
be extended to children with seizures 
living in rural areas and, that by making 
diagnostic facilities and new drugs avail- 
able, a majority can have their seizures 
controlled and live normal lives. 
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Food Technology of the Future 


“Horizons in Food Technology” is the subject of a two-week course June 17-28 
by the Department of Food Technology, Massachusetts Institute of Technology, 
Boston. In addition to the staff of the department, nine experts from business, 
government, or other universities will participate in the course. Requests for 


admission must be made on a form available from the department. 


Candidates 


accepted will be notified of cost of tuition and dormitory room rent. The program, 
which will be held in the new John Dorrance Thompson Laboratories, will be 
directed by the head of the department, Professor Bernard E. Proctor, Cambridge 


39, Mass. 


Use of Antibiotics in the Preservation of 
Meats and Other Food Products 


F. E. DEATHERAGE, Ph.D. 


Even health people must eat—at 
one time or another. Who then will 
not take a lively interest in this new 
approach to extending and improv- 
ing supplies of nutritious perish- 
able foods here and in less devel- 
oped areas of the world? This 
potential use of antibiotics may be 
of great value, yet much study on 
laboratory and commercial scale 
and time will ultimately determine 
the true value of preventing food 
nome by using such biologic con- 
trols. 


In our changing world more and 
more people must be fed and fed better. 
Shifts in populations create problems in 
feeding people. The status quo in food 
production, processing, and distribution 
cannot meet these challenges even in the 
United States. The answer is to be 
found in the progressive ingenuity of 
man to produce and harvest more and 
better food and to decrease waste what- 
ever be its cause. Antibiotics are already 
making important contributions in the 
field of animal production—more food 
produced per pound of feed consumed. 
Equal and perhaps much greater roles 
are to be played by antibiotics in de- 
creasing waste. As we take a brief look 
into the possibilities, and some of the 
problems concerning this development, 
it is necessary to keep in mind that not 
all antibiotics are effective on all foods 
but rather certain antibiotics are useful 
in some instances and not in others. 
Since the dawn of civilization man has 
sought ways to preserve his food and 
this search continues. Man is designed 
to live by consuming other biologic sys- 


tems in whole or in part. All biologic 
systems are perishable: even the most 
stable—the seeds—are subject to deteri- 
orative changes of considerable im- 
portance to the nutritionist. Further- 
more, the science of nutrition has taught 
us that health depends on a well bal- 
anced diet and that many of the most 
nutritious foods are also the most 
perishable—meat, milk, eggs, fresh 
fruits, and vegetables. 

There is still another consideration 
for man—he eats for pleasure as well as 
for nutrition. Even the most nutritious 
food is an economic and health liability 
if it is not appetizing. We all like our 
food freshly harvested and prepared and 
that fleeting moment of desirability is 
not just an advertising man’s gimmick. 
To be sure the ultimate goal in food 
preservation is to extend this fleeting 
moment to a long period of time, but in 
wishing for this we seek to stop the 
dynamic biologic processes—this is sus- 
pended animation and is akin to the 
quest for the Fountain of Youth. Some- 
thing less—much less—is offered in 
using antibiotics on perishable foods. 

Last year the National Academy of 
Sciences-National Research Council, 
through the support of a number of 
manufacturers of antibiotics, held an 
international conference on the Use of 
Antibiotics in Agriculture. For all who 
are interested in nontherapeutic uses of 
antibiotics the proceedings of this very 
successful meeting are available and are 
highly recommended.' Food preserva- 
tion and public health problems were 
considered there and I shall not try to 
review that conference or to repeat a 
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review which I made at that time, but I 
may be guilty of some overlap. 

Almost all foods are less satisfactory 
from the point of view of nutrition and 
consumer acceptability when sterilized 
by heat or preserved by drying or 
adding salt or sugar. The high protein 
foods—meat, milk, eggs, etc., are par- 
ticularly troublesome. Also we prefer 
a crisp salad to its boiled or ensiled 
counterpart or a luscious tree-ripened 
fresh peach to the dried variety. To 
overcome this, such quality foods are 
consumed at point of harvest or the food 
is distributed under refrigeration. The 
latter method has been developed to the 
greatest degree in the United States, 
whereas throughout the rest of the world 
artificial refrigeration is used sparingly 
or not at all, due largely to high capital 
investment, storage, and handling costs. 

The lowered temperatures serve to 
decrease the rate of microbial growth 
and other deteriorative changes, but 
refrigeration does not sterilize food. 
Antibiotics may act in much the same 
way as refrigeration in that they inhibit 
the growth of bacteria already there. 
Refrigeration and antibiotics are com- 
plementary—both can do more than 
either alone in controlling spoilage, but 
each can produce its effect without the 
other. Whereas refrigeration has a 
rather universal effect, antibiotics are a 
bit more specific since not all antibiotics 
act the same way nor do all foods spoil 
in the same way. A big advantage for 
antibiotics is that their use does not 
reauire high capital equipment costs. 

Refrigeration and antibiotics have 
another thing in common—both are 
most effective in controlling spoilage 
when the food is handled in the most 
sanitary manner. Neither can be used 
to upgrade a spoiled or inferior product. 
Refrigeration is sometimes more effec- 
tive than an antibiotic as a cover-up for 
unsanitary handling, since the effective- 
ness of antibiotics is specifically related 
to the number of contaminating organ- 
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isms. For example, if poultry is treated 
with chlortetracycline two or three days 
after dressing and cooling, it has much 
less effect on the keeping time of the 
product; yet if the treatment is com- 
bined with the cooling of the freshly 
dressed poultry and other conditions 
being equal, the product has a much 
longer keeping time. The several days 
advantage given the bacteria makes the 
use of the antibiotic of limited, or no 
economic value. This emphasizes two 
things: (1) that once under way expo- 
nential bacterial reproduction cannot be 
arrested by adding proper amounts of 
antibiotics which are not sterilizing 
agents: and (2) the antibiotics are most 
effective in the most sanitary and clean- 
est operation. Both factors point up the 
need for efficient quality control in food 
processing plants. 

Up to this point the word “antibiotics” 
has been used as a general term and 
such use tends to infer a broad and 
general usefulness. This is misleading. 
To use antibiotics effectively one must 
know something of the nature of the 
spoilage in a particular food and the 
specific properties of the antibiotics. 
Whereas the tetracyclines may be effec- 
tive in preserving meat, penicillin is 
worse than nothing at all, for it pro- 
motes a more rapid development of the 
normal spoilage flora.? Streptomycin is 
of no value in preserving the high pro- 
tein foods, yet is quite effective in bac- 
terial soft rot in certain fresh vegetables. 
All these antibacterial agents are useless 
against fungal spoilage which is of 
primary importance in many fruits and 
vegetables. Many new and striking de- 
velopments in antifungal agents are on 
the horizon. Control of brown rot in 
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peaches was demonstrated at the Inter- 
national Conference. Griseofulvin * and 
other yet unnamed antifungal agents 
show much promise in controlling phyto- 
pathogenic fungi, as well as yeasts and 
molds which cause deterioration in many 
foods. Thus we see that the use of anti- 
biotics in foods is specific and each 
application must be considered on an 
individual basis. 

Antibiotics have been tried in foods 
ever since their concept. The earlier 
narrow-spectrum antibiotics did not 
show promise and furthermore they 
were tried with respect to the possibility 
of decreasing heat damage in foods re- 
quiring high sterilizing temperatures in 
canning.* Subtilin, penicillin, and some 
others were not effective. But with the 
advent of broad-spectrum antibiotics a 
new look was taken not at canned foods 
but at perishable fresh foods. 

Dr. Tarr has told of his early work 
on fish indicating that chlortetracycline 
was most effective of a number of anti- 


biotics tested for fish preservation.* 
Oxytetracycline, tetracycline, and chlor- 
amphenicol were somewhat less effective 
even though these compounds did pre- 


serve fish to some extent. About the 
same time Ochlitz and Schmidt® re- 
ported on the effectiveness of chlortetra- 
cycline in preserving mothers’ milk. Our 
own work began and some work on 
poultry was reported. The great promise 
of using antibiotics to prolong the useful 
life of this very perishable item (fresh 
dressed poultry) stimulated intensive 
work at the academic institutions, agri- 
cultural experiment stations, and in in- 
dustry. This work resulted in the first 
permission by the Food and Drug 
Administration to use an antibiotic in 
food—chlortetracycline was permitted 
in fresh dressed poultry at a level of 


* Boyd, J. W.; Bluhm, H. M.: Muirhead, 
C. R.; and Tarr, H. L. A. The Use of Anti- 
biotics for the Preservation of Fish and Sea 
Foods. A.J.P.H., 12:1531 (Dec.), 1956. 
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7 ppm. Following this we have seen 
the American Cyanamid Company mer- 
chandise this as the Acronize process 
which is being franchised in a manner 
to insure its proper use. Much develop- 
ment work is required to institute a pro- 
gram of this kind for a single item and 
it is expected that other applications 
will soon be made practical. 

My own field of interest is in meats, 
which present some unique problems, 
and this food can be used to illustrate 
almost every general consideration of 
this new concept of using antibiotics in 
foods. Much of my professional life 
has been concerned with meat—the 
biochemical nature of quality. Without 
knowing what good meat is in funda- 
mental concepts it is a bit difficult to 
know how to produce and process it 
most efficiently. The same may be said 
for many other foods. 

Everyone in the meat business knows 
that it is necessary to chill an animal 
throughout to below 60° F within 20-24 
hours or internal spoilage will be a 
problem. This thermal shock is neces- 
sary to control bacteria in the deep tis- 
sues. For some work our group wished 
to undertake, this limitation was a stum- 
bling block so a study of deep spoilage 
was begun with the cooperation of the 
Departments of Bacteriology and Animal 
Science. Where are the bacteria that 
give rise to potential deep spoilage? 
In seeing a lot of “sours,” as they are 
called, during very extensive studies on 
high temperature aging of beef, it ap- 
peared that these organisms might reside 
in the lymph nodes (which serve a 
phagocytic function) since spoilage may 
often be observed to radiate from nodes 
into the skeletal muscle. Lepovetsky, et 
al.,° in our laboratory confirmed this 
hypothesis. 

Since these bacteria can be arrested 
by a thermal shock, initial experiments 
were done in 1950 to determine if a pH 
shock might do as well. However, vas- 
cular infusion of acidic buffers modified 
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the meat too much. Having made 453 
isolates from lymph nodes, bone and 
muscle, and retaining 92 strains of bac- 
teria after throwing out obvious dupli- 
cates, it was decided to screen these 
organisms, representing 12 genera, 
against a number of antibiotics. Chlor- 
tetracycline controlled 81 of the 92 
whereas oxytetracycline controlled 77 
and chloramphenicol 74. These antibi- 
otics together with penicillin, bacitracin, 
and streptomycin were then screened 
with respect to controlling surface and 
internal spoilage of ground beef. All 
these tests indicated that chlortetracy- 
cline to be the most effective.® 

Tests were begun using the external 
iliac artery to infuse hot rounds of beef 
at slaughter with chlortetracycline in 
saline to a level of about 5 ppm chlor- 
tetracycline. No deep spoilage was 
found in unrefrigerated rounds. Then 
going to whole animals no spoilage was 
found when animals were infused to the 
same level via the carotid artery before 


dressing but after dispatching and bleed- 
ing via the jugulars and carotids. At 
this point we had obtained our original 
goal which was to study post-mortem 
changes in unrefrigerated beef and to 
determine the practicability of vascular 
treatment of whole animals as a tool for 


studying meat. The chlortetracycline- 
treated carcasses yielded meat indis- 
tinguishable to normal meat except to 
the most critical observer. Furthermore 
the eating quality was unchanged. Our 
entire research team was aware of the 
practical significance and of the public 
health aspects of this work. Conse- 
quently the research product was con- 
sumed by known persons. Over 6,000 
pounds of treated meat were consumed 
without a single adverse reaction which 
in any way was attributable to the 
chlortetracycline. After reporting this 
work ® our group received a large num- 
ber of inquiries yet we were not disposed 
to do developmental work which we feel 
is an industrial function. Furthermore, 
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our facilities could not handle large- 
scale testing. 

At this point we were face to face with 
a public health and regulatory problem. 
Even though many were interested, gov- 
ernment regulations on meat inspection 
would hardly permit research to go on 
in packing plants with salvage of re- 
search product. This is a very formid- 
able stumbling block because each 
research animal costs about $200. Con- 
sequently experiments designed for a 
mere 10 animals which would have to 
be discarded is something different than 
sacrificing 10 rats or mice in the usual 
research procedure. Under these circum- 
stances our group has done some 
developmental work on the use of anti- 
biotics in meats. Also we have cooper- 
ated very extensively in experimental 
work both in the United States and 
abroad. At the same time we have 
come to grips with some fundamental 
problems of importance in public health 
considerations. 

A reasonable question at this point is 
whether the antibiotic might be put into 
the meat before slaughter. There are 
three ways—by feeding, by intraperi- 
toneal injection, and by intravenous 
injection. Feeding is very inefficient 
and cannot be used. The antibiotics of 
choice are the tetracyclines and they 
tend to stain the peritoneum. The solu- 
bilities of the tetracyclines are such that 
intravenous administration is a problem, 
yet this difficulty may yield. Early in- 
dications are that the antibiotic tends to 
accumulate in the liver and kidney in 
perhaps undesirable amounts in both the 
latter methods. 

What will chlortetracycline do for 
meat? For whole or half carcasses a 
keeping time of at least 72 hours is ob- 
tained even if the internal temperature 
of the meat remains in the 70°-85° F 
range. It will greatly retard slime 
formation and surface spoilage in meat 
in carcass, cut, and comminuted forms. 


The length of holding again depends on 
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the temperature and original bacterial 
load. For ground beef originally con- 
taining 200,000 organisms per gram, 2 
ppm chlortetracycline will increase the 
usable life at 10° C from 2-3 days to 9 
or more days. The same holds true for 
pork sausage. The same increments of 
protection are obtained for poultry, 
milk, eggs, etc. This is a long way from 
permanent preservation as sometimes is 
inferred in the popular press and one 
may ask why all the interest in antibi- 
otics. Let us take a brief look at what 
these additional days might mean. 
Refrigeration as is used today does 
not answer all food distribution prob- 
lems. Many items are being merchan- 
dized with a narrow safety margin. 
Fresh poultry and fish are excellent 
examples. Meat distribution is still a 
bit archaic because even today it is not 
possible to fabricate into consumer 
packages in packing plants for retail 
distribution. Here is a real positive 
public health consideration in striking 
contrast to the classical negative consid- 
erations of resistant strains, etc. At 
present a government meat inspection 
stamp on fresh meat merely indicates 
that the meat was approved as it left 
the packing plant. It must go to a dis- 
tributor and retailer where it is cut and 
packaged often under something less 
than the best sanitary procedures. Yet 
even the cleanest meat as it leaves an 
inspected house is so perishable that 
this is the only way that the meat can 
be handled. Now antibiotics can enhance 
keeping time of fabricated meat and 
perhaps make it possible to cut and 
package meat so that an inspected stamp 
could now be placed on a dated sealed 
package insuring even more wholesome 
products to the consumer while at the 
same time eliminating trimming losses 
and wastage. Temperature fluctuations 
in transit now cause packaged sausages 
and wholesale cut meat to sweat and 
slime. Antibiotics can not stop the 
sweating but can stop the slime. Another 
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plus value for antibiotics would be 
built-in protection for frozen foods. 

What can antibiotics do for perishable 
foods not distributed under refrigera- 
tion? In visiting many undeveloped 
countries, it has been pointed out to me 
that here is a new development that 
would not require extensive capital out- 
lays and that a few days additional 
keeping time for fish, milk, poultry, and 
meat would be a great step forward. 
Rather than slaughter and consume meat 
the same day, which requires bringing 
animals to point of consumption, ani- 
mals could be slaughtered at site of 
production. In many places this means 
more meat for more people. 

Now New York is a well nourished 
populace; imagine the number of ani- 
mals needed to maintain this nutrition 
and then think of the daily trek of pigs, 
sheep, cattle through streets to neighbor- 
hood slaughtering stations where the 
housewife would come for her daily 
supply. This is precisely how many 
populations live now—and in a state of 
malnutrition. The meaning of this was 
brought home to me by one FAO official 
who pointed out that in one under- 
nourished populous country a fringe of 
well nourished citizens could be found 
near the coast. This 10-mile fringe 
could be increased 10-fold or more if 
high protein perishable foods, in this 
instance fish, could be held for an ad- 
ditional 48 hours. It is evident that the 
many intriguing possibilities for anti- 
biotics need study. 

Public health officials will be called 
upon more and more to understand the 
subtleties of controlled biology. Anti- 
biotics are some among many controls. 
The very rapid fundamental advances 
among those studying plants cannot go 
unnoticed. Recently in our own depart- 
ment work on the energy-storing and 
energy-liberating systems in plant cell 
particulates has been started. The ob- 
servations suggested that a very basic 
step in fruit ripening is the capacity for 
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oxidative phosphorylation following the 
climacteric. Many fruits and vegetables 
do not hold up even under refrigera- 
tion—bananas, sweet potatoes, tomatoes, 
among others. A method of controlling 
senescence in plant tissues would be of 
profound effect in improving fresh fruit 
and vegetable supplies. A few brief 
experiments indicated that the plant 
metabolite phytic acid does the trick 
and perhaps can prolong the usefulness 
of tomatoes and roses. To compound 
the diversion it may be added that thy- 
roxine, the animal metabolite controlling 
oxidative phosphorylation, also exerts 
some control over plant cells. 

Our public health and regulatory 
officials need more funds so that they 
may be permitted to attend more scien- 
tific meetings and even fraternize a bit. 
This need was aptly expressed at a re- 
cent meeting of the Institute of Food 
Technologists when an invited regula- 
tory official in addressing the group said 


that he was pleasantly surprised and had 
learned a lot and he hoped that an invi- 
tation would be extended generally to 
regulatory officials to attend scientific 


meetings. Scientific meetings are gen- 
erally open to those interested but funds 
are lacking. This is only a facet of a 
big problem. More and more, health 
officials are going to be called upon to 
make decisions which require tremen- 
dous breadth of knowledge. They need 
and should have information to make 
the wise decisions necessary to insure 
good health and nutrition for the rapidly 
increasing population. 

The problem of residues of antibiotic 
in the food as eaten should be resolved 
as for any other additive. In the case 
of chlortetracycline perhaps more in- 
formation is available than on any other 
antibiotic. Long-term feeding experi- 
ments on animals and human beings, 
which have been published, indicate 
harmlessness. The years of commer- 
cially feeding this and certain other 
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antibiotics to livestock and poultry indi- 
cates the essential harmlessness of a few 
ppm. The tetracyclines are rather un- 
stable and deteriorate in the food and 
during cooking. In certain instances 
some still might remain, but it will be 
in insignificant traces. 

The question of resistant strains of 
bacteria is usually brought up in con- 
nection with antibiotics in foods. In 
meat and poultry (and perhaps in other 
perishable foods) there is little reason 
to believe that a resistant spoilage flora 
would develop, for the flora to be con- 
trolled is that which is continually being 
brought in with the raw material. Con- 
sequently, good plant sanitation would 
preclude the development of resistant 
bacteria in the processing plant. One of 
our group has attempted to get evidence 
bearing on this problem and so far his 
work lends credence to the view that 
resistant organisms would not be a mat- 
ter of concern. His work was reported 
at the Antibiotic Symposium of the Food 
and Drug Administration and was un- 
dertaken because in the many hundreds 
of whole animals treated here and in the 
tropics not a single case of deep spoilage 
has developed in beef, and yet, labora- 
tory study indicates that we should have 
had at least a few cases. He treated 
meat with chlortetracycline and then al- 
lowed it to spoil. Using matched rounds 
of beef the spoilage flora contained only 
organisms that were also found in the 
untreated control round. Furthermore, 
and much more significantly, he ob- 
served that certain strains of proteus, 
micrococci, and streptococci having 
minimum inhibitory concentrations of 
25, 50, and 100 ppm chlortetracycline 
when determined in the usually accepted 
manner were in fact sensitive to 1-5 ppm 
in fresh meat. 

What does this mean? We do know 
but one thing—that it is impossible to 
carry over many data concerning re- 
sistant strains into practical operating 
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circumstances. In other words, the ulti- 
mate question of safety and usefulness 
can only be settled by extensive develop- 
ment work and work in the field. Com- 
mercial field trials and production runs 
should have the cooperation and com- 
bined good judgment of industrial and 
regulatory officials alike. Both groups 
have a stake in progress. 

In conclusion, we must agree that the 
use of certain antibiotics to prolong the 
usefulness of perishable nutritious foods 
is just another fruit from the tree of 
knowledge—another example of under- 
standing the nature of things and mak- 
ing use of these basic principles for 
man’s own benefit. Man has_ used 
biologic controls of many kinds through- 
out the ages for protection, for curing 
disease, for food production, for food 
preservation, and so on. Let us carefully 
examine the potentialities and judge ac- 
cordingly. Many uninformed groups 
and individuals are prone to condemn 
“those awful scientists” for modern foods 
with labels which read like reagent cata- 
logues. Perhaps the philosophy of the 
eminent nutritionist, E. P. Cathcart !° is 
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still appropriate and can chart the 
course: 


Eat all kind nature doth bestow 
It will amalgamate below 

If the mind says “It will be so”; 
But if once you begin to doubt 
Your gastric juice will find it out. 
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Interstate Air Pollution Study 


A comprehensive study of air pollu- 
tion, “the most comprehensive ever at- 
tempted,” is under way in the New York- 
New Jersey metropolitan area. The 
study is being carried on under the gen- 
eral direction of the Interstate Sanita- 
tion Commission with the cooperation of 
the U. S. Weather Bureau, Army Chem- 
ical Corps, the Department of Agricul- 
ture, and the Public Health Service. The 
last named is coordinating federal par- 


ticipation. The study has been authorized 
by the legislatures of the two states. 

The sources and routes of smog and 
smoke are being traced, as well as the 
possible damage of the air pollutants to 
human health, crops, and real estate. 

General director of the program, 
which uses the personnel and facilities 
of the cooperating federal agencies, is 
Seth G. Hess, director of the Interstate 
Sanitation Commission. 
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The Estimation of the Probability of 
in the Presence of 


Developing a Disease 
Competing Risks 
JEROME CORNFIELD 


For the reader who is—shall we 
say—not comfortably at home in 
mathematics, the appearance of 
the illustrative computation in this 
discussion may tempt him to turn 
to the next paper. No matter what 
his interests, one cannot help but 
gain from this presentation a whole- 
some caution about accepting seem- 
ingly obvious assumptions. 


* The life table provides a systematic 
record of the rate at which members of 
a cohort withdraw from that cohort as 
it ages. The cohort can consist of any 
collection of elements having one or 
more characteristics in common, with 
withdrawal taking place whenever an 
element loses a key characteristic. In 
public health applications the elements 
composing the cohort are live human 
beings, but the common characteristic 
and reason for withdrawal may vary 
from problem to problem. Thus, the 
characteristic might consist simply of 
being alive and having been born at a 
certain time, as in many demographic 
problems, or it might consist of being 
free of a specified disease after having 
been treated for it. Withdrawai in the 
first case would then occur at death, in 
the second case either after recurrence 
of the disease or at death. 

In some problems it is desirable to 
subclassify the elements by reason for 
withdrawal. Thus, when withdrawal 
takes place because of death, we may 
classify the deaths by cause; when, as 
in the second example, withdrawal takes 
place because an element is no longer 
alive and disease-free the withdrawn 
elements may be classified as either 
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(a) alive and disease present, or (b) 
dead with disease present at time of 
death, or (c) dead with disease absent 
at time of death. In any problem in 
which the key characteristic, whose loss 
leads to withdrawal, can be subdivided 
into two or more mutually exclusive 
categories, we say, speaking purely for- 
mally, that these categories compete 
with each other. Thus, diabetes and 
coronary heart disease are competing 
causes of death. The existence of com- 
peting risks raises certain problems in 
the calculation and interpretation of 
life table probabilities that do not arise 
when we are concerned only with the 
fact of withdrawal and are not con- 
cerned with subclassification by reason 
for withdrawal. 

Before indicating what these problems 
are, let me make clear one thing that 
they are not. The problems arising 
from the existence of competing risks 
are in no way related to the important, 
but independent, set of problems arising 
in coding causes of death when two or 
more causes are simultaneously present. 
In the usual joint cause problem we 
should like to assign all deaths either to 
disease category A, or to B, or to C, and 
so forth, but in some cases death occurs 
in the presence of two or more diseases, 
say, A and B, and a decision must be 
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made as to which category to assign the 
death. The way in which such decisions 
are made can have important effects on 
the results, but no matter how they are 
made a problem of competing risks re- 
mains. This is true whether all deaths 
for which both A and B are present are 
assigned entirely to A, or to B, or to a 
new category called “both A and B.” A 
problem of competing risks exists when- 
ever withdrawals can be subdivided into 
a set of mutually exclusive classes, and 
its existence is no way dependent on how 
these classes are defined. 

The nature of this problem is perhaps 
most easily seen by considering an over- 
simplified version of a common labora- 
tory experiment. We have a toxic agent 
whose administration to some laboratory 
animal will result in the development of 
a particular disease during some speci- 
fied time interval. We wish to estimate 
the probability that an animal exposed 
to this agent will develop the disease 


during this time. It is a simple enough 
matter to design an experiment in which 
a cohort of animals is exposed to the 
agent and the number developing the 
particular disease during the time inter- 
val observed. But, suppose, as often 
happens, that the time interval is a 


lengthy one. In experiments on tumor 
induction, for example, six or more 
months may elapse between the initial 
application of the carcinogen and the 
appearance of a tumor. In an interval 
of this length a number of untoward 
events may occur; in particular, animals 
may die of other causes. Now these 
other causes of death compete with the 
development of the disease of interest in 
two quite different senses: (a) In a 
purely formal sense if an animal dies 
from some extraneous cause it has no 
chance to develop the disease in which 
we are interested. In this formal sense 
the presence of other causes of death 
must decrease the observed proportion 
developing the disease of interest; (b) 
in an empirical (as contrasted with 
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formal) sense the animals dying of 
extraneous causes may have a probabil- 
ity of developing the disease which dif- 
fers from that of other animals. 

Now if we wish to eliminate the em- 
pirical effects of competing causes of 
death we have no alternative but to con- 
duct the experiment in such a way that 
these other competing causes are not 
present. This is not always easy to do, 
and in many cases is completely impos- 
sible. In such cases the probability of 
developing the disease of interest is de- 
fined only in the presence of these other 
competing causes. But there is a formal 
effect still present and one we must 
recognize in interpreting the results. 

Consider for example, a hypothetical 
experiment designed to compare the 
probabilities that an agent will cause the 
development of a disease in young and 
old experimental animals. We may, by 
taking sufficient care, reduce the prob- 
ability that young animals will develop 
any disease but the one of interest close 
to zero; in general it will be impossible 
to do this for older animals, some of 
which will die during any protracted 
experiment simply because they are 
older. We may be unable to do anything 
about this experimentally, but we must 
recognize that for this reason alone the 
older animals will appear to have a lower 
probability of developing the disease of 
interest. Thus, if the weekly incidence 
rate for a surviving young animal 
for the disease of interest was 0.1, 
while the equivalent rate for an old ani- 
mal was twice as high, 0.2, it is an easy 
calculation to show that nevertheless the 
older animals would have a smaller pro- 
portion developing the disease over the 
course of seven or more weeks, if their 
weekly mortality rate from other causes 
was also 0.2. Thus, 


Proportion of 
younger animals 
developing the = 
disease 


0.1 x e—9-1t dt 


= 0.503 


Proportion of 
older animals 
developing the = 
disease 


7 
f 0.2xe—9%.1t dt 
0 


= 0.470 


In the face of difficulties such as this 
experimenters have sought a numerical 
way of “correcting” their results for the 
disturbing effects of competing causes. 
In the study of dose-response curves we 
have Abbott’s correction for natural 
mortality,’ i.e., mortality even in the 
absence of any dose of the toxic agent. 
In the study of experimental carcino- 
genesis several methods have been de- 
veloped *»* including a direct applica- 
tion of life table methods by J. O. 
Irwin.* In all cases the purpose, al- 
though not always made explicit, has 
been to estimate the probabilities that 
would have been observed if it had been 
possible to eliminate the other causes of 
death without affecting the short-term 
probabilities for the disease of interest. 

At this point it is convenient to intro- 
duce some terminology. We shall call 
the probability of developing the disease 
of interest during a time interval for a 
cohort subject to competing risks a 
mixed probability. We shall call a pure 
probability that idealized probability 
that would have been observed had it 
been possible to eliminate all competing 
risks, and if these competing risks had 
no empirical effects.* 

Now, when we turn to human popula- 
tions we find the same problems as in 
animal experimentation but, since our 
objectives are usually more complicated 
than the experimenters, things are not 
as clear cut. In experimental studies 
one is usually interested in isolating 
effects, i.e., in analysis, whereas in study- 


*The mixed and pure probabilities are 
identical with what Fix and Neyman 5: ® have 
called crude and net probabilities in a problem 
in long-term survival involving competing risks. 
Because net and crude have different mean- 
ings in demography than those assigned by 
Fix and Neyman as well as the fact that it is 
mnemonically awkward to have the net quan- 
tity the larger one, I have used pure and mixed. 
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ing human populations we are interested 
both in isolating effects, and in studying 
them in combination, i.e., in both 
analysis and synthesis. The experimen- 
ter wants a pure probability; the epi- 
demiologist may want both a pure and 
a mixed probability. In the usual prob- 
lem of estimating the probability that a 
human being will develop a specific 
disease between two specified ages, we 
proceed by (a) computing the life table 
implied by current mortality rates, (b) 
applying incidence rates for the disease 
to the surviving population at each age, 
(c) summing the new cases developing 
between the stated ages, and (d) divid- 
ing that total by the number of survivors 
at the initial age. The estimate obtained 
is of a mixed probability. It provides 
an answer to the question: In a cohort 
subject for some future number of years 
to both the pure risk of developing the 
disease and to the pure risk of dying 
from some other cause what proportion 
will develop the disease in question? 

If we are interested in isolating effects, 
however, and wish to study, say, changes 
in the pure risk of developing a disease, 
without regard to changes in other 
causes of death, such a proportionate 
frequency may be misleading. Thus, if 
such a calculation tells us that the 
probability of developing cancer is 
higher now than it was in the past, this 
may be either because the pure risk of 
developing cancer has increased, or 
because the chance of dying of other 
causes has decreased. Nor are these 
difficulties entirely hypothetical. In a re- 
cent study of the changing probability of 
developing cancer in Upstate New York, 
for example, it was found that the 
probability of a female developing can- 
cer at some time during her life had 
increased by 25 per cent over a seven- 
year period, but that the largest part 
of this increase was accounted for by 
decreases in other forms of mortality." 
From a control point of view the mere 
decrease in other forms of mortality 
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makes cancer control a more pressing 
problem, even in the absence of any 
change in the pure probability of its 
development. The synthetic measure is 
thus a useful one, but we cannot use it 
without some modification if our pur- 
pose is the purely analytic one of meas- 
uring the effects of changing risks, in 
the absence of changes in other causes. 

There is no reason, of course, why 
one could not compare two different pe- 
riods or two different places by stand- 
ardizing for the competing causes of 
death and this is, in fact, what was done 
in the New York State study. For com- 
parative purposes this provides a useful 
analytic measure, although the—at least 
theoretical—difficulty of selecting a 
standard set of mortality rates for com- 
reting causes of death remains. But it 
aoes not provide an absolute measure 
which is independent of competing 
causes of death and this is the question 
to which we now turn. 

The only thing new about a pure 
probability is its name. The basic 
analytic apparatus necessary for making 
the estimates was developed by Bernoulli 
and D’Alembert as part of a considera- 
tion of the effect of eliminating smallpox 
as a cause of death on the probability of 
surviving to a given age. A good sum- 
mary of their method is given by 
Todhunter® (who finds nothing of 
“special interest” in D’Alembert’s con- 
tribution and regards it as “not of prac- 
tical use”) and Karns ® (who bases her 
methods on D’Alembert’s modification 
of Bernoulli’s procedure). When, 100 
years later, the British actuary, W. M. 
Makeham, was considering theoretical 
problems involved in preparing life 
tables for populations subject to multiple 
sources of decrement he drew upon and 
simplified the earlier work '° so that the 
Bernoulli-D’Alembert-Makeham method 
provides the basis for current actuarial 
methods of handling this problem. Good 
contemporary accounts are given by 
Jordan ™ and Bailey and Haycocks.'* 
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We shall not require much of this 
theory for our purposes. We start by 
defining the survivorship curve for a 
cohort, 1(X), the number of survivors 
at age X. Withdrawal from the cohort 
can occur either because of death, or 
the development of a particular disease. 
X is considered a continuous variable, 
and the interval of time from X to 
X + 1 is referred to as unit time. The 
age at which the cohort starts is denoted 
by Xo. Corresponding to any increment 
of time, /A\ X, we shall have some cor- 
responding change in the survivorship 
curve, say A 1(X). Since 1(X) is a 
decreasing function of age, the negative 
of A 1(x) gives the number of with- 
drawals during the interval. Specify N 
mutually exclusive causes of withdrawal 
and denote the number attributable to 


the ith cause by —A;1(X). Then 
N 
Q) = -y A: 1(X). 


i=] 


The total probability of withdrawing 
during the interval is —/\1(X)/1(X), 
while the mixed probability of with- 
drawing because of the ith cause is 
—{\;1(X) /1(X). We denote the former 
by q(X,X+ A X) and the latter by 
qi(X,.X+ A X). The complements, i.e., 
the total and mixed probability of sur- 
viving, are denoted by p(X,X-+ A X) 
and p, (X,X+AX). The total with- 
drawal rate per unit time for the interval 
X is then given by 


Al(X) 
(2) 


AX1(X) 


Now as the interval of time, A X, is 
shortened the total rate so defined will 
change slowly and as A X approaches 
zero the rate itself may approach a limit. 
This limit is referred to by the actuaries 
as the total force of decrement per unit 
time at age X. We denote it by » (X). 
Thus, when this limit exists 


—Al (X) —dl (X) 


Integrating both sides of (3) we obtain 
the fundamental relationship between 
the survivorship curve and the force of 
decrement, 


x 
ead (t) dt. 
(4) 1(X) =1(X.) e Si 


We may define a partial force of decre- 
ment for the ith cause of withdrawal just 
as we did for all causes, and if we denote 
it by w(x), we have 


lim 


(3) = uw(X). 


lim 
(5) 
0 
In view of (1) the sum of the partial 
forces is equal to the total force, i.e., 
N 
(6) u(x) 


i=1 


(x). 


With this machinery we may now 
make precise the notion of the pure 
probability of developing a disease. We 
consider a hypothetical cohort for which 
all causes of withdrawal but the one of 
interest, say the ith, have been elim- 
inated without affecting the partial force 
of decrement for that cause. Then, from 
(4) the survivorship curve for that 
cohort, which we denote by 1;(x) is 


xX 


The pure probability that an element 
of a cohort subject only to the ith cause 
of withdrawal will survive from ages 
X, to Xz we denote by p*; (Xi, Xe). 
Clearly, 


1, Xe 
(8) p*:(X,Xs) = —=e f wi (t) dt. 
1,(X%)) X 


The pure probability of withdrawing for 
the ith cause is then 1—p*,; (Xi, Xe). 

The pure probabilities as defined have 
a very interesting property. The actual 
probability of surviving from age X, to 
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age Xz is the product of the individual 
pure probabilities. Thus, the individual 
pure probabilities of surviving combine 
as if they were independent of each 
other. This is more than a computa- 
tional convenience. It provides addi- 
tional insight into the effect of the indi- 
vidual causes on the total death rate. 
The proof of this multiplicative relation 
is straightforward. 


N Xs 
p*:(Xi,X2)= e f s(t) dt 
i=l 


i=} 


N 
=e p(t) dt 
X: 
i=1 


Xe 


= p(X, X:) 


For the actual computation of a pure 
probability we must find a numerical 
approximation to the required integral. 
The usual raw material will be a central 
withdrawal rate for an interval for a 
particular cause. If we apply the usual 
methods and treat these rates as if they 
were the only rates in a single decrement 
table, an 1,(X) curve will result. 

By how much will a pure probability 
differ numerically from a mixed one? 
There is of course no general answer to 
such a question but the following calcu- 
lations may be of interest. Several years 
ago Cutler and Loveland undertook a 
comparison of the lifetime probabilities 
of developing lung cancer for different 
classes of smokers.1* They did this by: 
(a) projecting the lung cancer incidence 
rate for cohort 1910 for each age up to 
age 80; (b) breaking this rate down 
among the different smoking classes on 
the basis of several retrospective studies 
relating the incidence of lung cancer to 
amount smoked; and (c) assuming the 
continued applicability of the 1950 life 
table for all other causes. These calcu- 
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lations supply estimates of the mixed 
probability of developing lung cancer 
among different classes of smokers. 

Such estimates appropriately weight 
the chance of developing lung cancer 
and the chance of dying from other 
causes before lung cancer has had a 
chance to occur. They supply the ap- 
propriate factual basis for decision for 
those hypothetical individuals whose 
smoking habits are determined by con- 
sideration of consequences. They do 
not supply an estimate of the pure risk 
of developing lung cancer for persons 
exposed to different amounts of tobacco 
in the absence of competing risk. Cutler 
and Loveland have kindly made their 
data available to me. The comparison 
between their mixed probabilities and 
the pure ones calculated by me is shown 
in Table 1 for different smoking classes 
and for different ages. It will be ob- 
served that the pure and mixed probabil- 
ities of developing lung cancer by age 60 
for this cohort are not very different. 
The age 70 probabilities differ by more, 
approximately 25 per cent, while the age 
80 probabilities are quite different. 
Thus, those who smoke 25-49 cigarettes 
per day have a mixed probability of 
0.082 of developing lung cancer by age 
80, but a pure probability of 0.134. We 
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may conclude on the basis of these esti- 
mates that the pure risk of developing 
lung cancer by age 80 for the smoker of 
a pack or more cigarettes per day is 
about one in eight, while the mixed risk 
is about one in 13. 

Having worked one’s way through the 
theory of multiple decrement tables it is 
easy to fall into the semantic trap of 
believing that a calculation which elim- 
inates the formal effects of competing 
risks also eliminates their empirical 
effects. Thus, even as careful a writer 
as Jordan says that the partial force of 
decrement “being an instantaneous rate 
of decrement, is not based upon any 
time interval, and is not affected by the 
operation of competing causes.” ™ 
Taken literally this statement means that 
the actual physical elimination of one 
competing cause would of necessity leave 
the force of mortality for all others un- 
altered. It is hard to see why this must 
be so, and in particular how its truth 
could be established by anything short 
of an experimental demonstration. 
Makeham, it is interesting to note, con- 
cluded his article’® with a caution 
against this confusion. 

Although this paper is concerned 
primarily with the formal effects of com- 
peting causes, an additional word on 


Table i—Comparison, Pure and Mixed Probability that White Males Born in 1910 
and Alive at Age 40 Will Subsequently Develop Lung Cancer, by Smoking 
Class and Age at Which Developed 


Age 
Smoking Class 80 70 60 
Pure Mixed Pure Mixed Pure Mixed 
Probability x 100 
Nonsmoker 0.8 0.5 0.4 0.3 0.1 0.1 
Smoker: 
Cigarettes per day 
1-14 5.6 3.4 2.8 2.1 1.0 0.9 
15-24 7.9 4.8 3.9 3.0 1.3 1.2 
25-49 13.4 8.2 6.7 §.2 2.3 2.1 
50 or more 21.6 13.7 11.0 8.7 3.8 3.5 


Note: The estimates of the mixed probabilities are due to Cutler and Loveland ™ and are based on observations 


of Doll and Hill.“ 


the empirical effects may not be out of 
order. Many applications of mortality 
and morbidity data involve the tacit as- 
sumption that the empirical effects can 
be disregarded. Thus, when we observe 
an increase in mortality from lung can- 
cer we are likely to conclude that some 
new environmental influences have been 
introduced. But as Berkson points out 
this need not necessarily be the case. 
“It is entirely possible and even likely 
that at least part of the increase in death 
rate from lung cancer which has been 
recently noted is attributable to deaths 
in adulthood from this disease of indi- 
viduals who have not been eliminated, 
as in former years they would have 
been, by death in early life from tuber- 
culosis or some other pulmonary 
malady.” The same problem arises 
for comparison among different places. 
Thus, urban-rural differences or differ- 
ences among different countries in the 
incidence of a particular disease may or 
may not be related to differences in in- 
tensity of exposure to some environ- 
mental agent of interest, but the possible 
empirical effects of competing risks can- 
not be overlooked. 

With respect to actual knowledge of 
the magnitude of possible empirical ef- 
fects of competing risks we seem to have 
made no advance beyond Bernoulli. One 
way of expanding our knowledge and 
insight in this area is by means of the 
kind of experimental epidemiology that 
we have not seen since the work of 
Greenwood, Hill, Topley, and Wilson.’* 
Thus it is possible to produce both tuber- 
culosis and lung cancer experimentally. 
If they could be produced in the same 
laboratory animal, we could obtain a 
direct comparison of the pure probabili- 
ties of developing lung cancer in animals 
that were and were not exposed to the 
risk of mortality from tuberculosis. 
Needless to say the bearing of these 
results on human experience would still 
remain to be established. 

Finally, we can ask with John Graunt, 
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“to what purpose tends all this laborious 
buzzling and groping?” I would say 
the purpose is to remind us that in the 
presence of competing risks the question, 
“What is the probability of developing 
a particular disease?” is not an unam- 
biguous one, and depending on what was 
meant, may have several different 
answers. In particular, it is suggested 
that the elimination of the formal effects 
of competing causes by computation of 
a pure probability may often serve a 


useful purpose. 
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The APHA Task Force: A Progress Report 


*$ The wide reading which the Task Force Report, published in the February issue 
of this Journal, has received has brought evidence that its philosophy is approved 
in principle and that its suggestions for changes in the structure of the APHA and 
in its program are being implemented. 

Four months have elapsed since an editorial review in the January issue 
informed the readers of these changes in prospect. It is now possible to record 
several specific steps which have been taken by the Executive Board in conformity 
with instructions of the Governing Council. The members will be glad to know 
that considerable momentum has been achieved. 

The members of the Task Force felt that several of the areas of long-standing 
interest in the Association, hitherto organized in a variety of places, but principally 
in the Committee on Administrative Practice, should now be recognized as having 
achieved a greater status and scope. The Executive Board has studied this problem 
and has now concluded that, for the present, eight program areas should prevail. 
Each will represent the status of a full committee and all of them will be grouped 
for coordination under the new Technical Development Board. These eight pro- 
gram areas will now operate under committees titled Accident Prevention, Child 
Health, Chronic Disease and Rehabilitation, Environmental Health (formerly 
Sanitation), Medical Care Administration, Mental Health, Public Health Adminis- 
tration, and Radiological Health. 

The chairmen of these eight Program Area Committees become ex officio mem- 
bers of the Technical Development Board, of which Dr. Martha M. Eliot will serve 
as chairman. 

A new Committee on Evaluation and Standards to be responsible for developing 
standards and evaluating indexes in the technical aspects of public health has been 
established. The committee is also charged with the duty of reviewing from time to 
time standards already established. This will provide a home for such important 
subsidiary groups as the Coordinating Committee on Laboratory Methods, the 
Subcommittee on Communicable Disease Control, the Subcommittee on the Hygiene 
of Housing, and others. Dr. Berwyn F. Mattison of Pennsylvania will serve as 
chairman. 

Four new Standing Committees have been set up. 


1. Committee on Research Policy, consisting of six Fellows representative of the various 
Sections, to be responsible for reviewing and promoting research in public health and for 
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initiating and coordinating research carried out by the Association. Dr. Thomas D. Dublin is 
chairman. 

2. Committee on Public Policy and Legislation. This committee consists of six Fellows, 
representing the various Sections, to be responsible for reviewing problems of public policy and 
legislation relating to public health and making recommendations to the Executive Board. Mr. 
Clarence W. Klassen, engineer with the Illinois State Department of Health, will be chairman. 

3. Committee on Affiliated Societies and Regional Branches. This group will continue the 
excellent start made by an Ad Hoc Committee on the same subject appointed in 1956 under 
the chairmanship of Dr. Malcolm Merrill of California. It will be responsible for studying and 
recommending means for strengthening the programs and activities of Affiliated Societies and 
Regional Branches and for promoting the establishment of Affiliated Societies in new areas. 
Dr. Merrill will serve again as chairman. 

4. The Technical Development Board mentioned above is made up of the chairmen of the 
eight Program Area Committees, plus the chairmen of the Standing Committees on Evaluation 
and Standards, Professional Education, and Research Policy, together with six Fellows appointed 
by the Executive Board. This Board is to be responsible for initiating and assisting in develop- 
ment of balanced activities by the Association in all aspects of the public health progrrm. It is 
to coordinate existing committee activities and to suggest the establishment of new committees 
as desirable. 


In addition to reconstituting much of the committee structure of the Association, 
the Executive Board has moved forward to secure funds sufficient to underwrite 
many of the additional costs. As a first step, the 450 Life Members of the Associa- 
tion were reminded by the President of the significance which any voluntary gifts 
that they might provide would have as the Association seeks funds elsewhere. The 
response has been generous and it may be safely predicted that the significance of 
these dollars, though relatively few in the aggregate, will be useful as seed money. 
Fellows also are being given a similar opportunity, as directed by the Governing 
Council. 

The Executive Board has employed skilled service in an effort to develop fully 
the potentials of the Task Force Report with its long-range perspectives. An Ad Hoc 
Committee has been set up on Agency Memberships to advise the Board as to 
methods to be used in soliciting these funds. An important aspect of the expanded 
program is related to the need of more manpower in the Association office. The 
Board is giving thoughtful consideration to steps that will meet these needs. 

Looking back, it is encouraging to see what has happened in this strategic 
planning for the APHA initiated only a year ago. The cooperation which has been 
received from every quarter is challenging to the officers of the Association as they 
seek to put into effect the sound strategy which underlies this planning. As the 
Association enters its 86th year, a significant milestone has been passed. 


(The Journal is indebted to John W. Knutson, D.D.S., President of the American Public 
Health Association, for assistance in the preparation of this editorial.) 


Ten Years of Research Grants by the Public Health Service 


*& The year 1957 marks the beginning of the second decade for the Public Health 
Service’s research grant program. Established in 1946 when the Service assumed 
administrative responsibility for a handful of grants initiated during World War 
II under the Office of Scientific Research and Development, this program has 
become a major source of support in this country for research in the health sciences. 

One measure of its growth is fiscal. The program started at a level of less than 
one million dollars in 1946. This year, more than 80 million dollars is supporting 
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perhaps 7,000 studies in medical schools, universities, and other research centers 
--. and more than 275 million dollars in total has been awarded for research grants 
since the program’s inception. 

As this program has grown, its specific characteristics have been progressively 
modified according to the changing needs of American science. It has the flexibility 
to accommodate the full range of research projects, from the seemingly isolated 
basic study to the highly integrated evaluation of clinical findings. There have, how- 
ever, been few changes in the basic policies governing the administration of these 
grants and awards, since the establishment of those. policies in 1946 met with the 
immediate and widespread approval of investigators and their institutions. 

Confidence in the Public Health Service’s research grant activities, which are 
administratively focused in the Division of Research Grants of the National Insti- 
tutes of Health in Bethesda, Md., stems in large measure from a review and evalua- 
tion process in which project applications are considered by panels of distinguished 
nonfederal scientists. No application for grant support can be approved by the 
Surgeon General unless it has been screened by these panels, called Study Sections 
and Advisory Councils, and recommended for such approval. Thus the individual 
applicant is assured that his project is objectively evaluated by fellow scientists 
who represent a cross-section of American medical science. Moreover, grantees 
have wide latitude in the conduct of their study once the applications are approved. 
They are free to change the direction of their research, to publish their findings 
without clearance, and to expend their funds under the rules of their own institutions. 
Policies such as these have given assurance that government support does not imply 
control or curtailment of essential freedom of scientific investigation. 

Public Health Service training grants and awards have also expanded to a 
marked degree. This year roughly 33 million dollars is allocated to development of 
scientific manpower through fellowships, traineeships, and training grants of various 
kinds. In total, since these training programs were initiated, more than 100 million 
dollars has been made available through the National Institutes of Health for such 
support. 

The role of the Public Health Service in the administration of these programs is 
both to support valid projects that originate spontaneously among nonfederal scien- 
tists and institutions and—upon advice of the Study Sections and Advisory Coun- 
cils—to stimulate interest in areas of need. In this regard it is particularly inter- 
esting to note that the Public Health Service and its advisers are giving greater 
attention to the need for research in public health. A newly established Public 
Health Research Study Section, which is to meet for the first time in the spring of 
1957, will review applications in public health research and advise on appropriate 
ways to accomplish expansion of research in this field. An Advisory Committee on 
Epidemiology and Biometry has also been established to provide improved review 
of research applications and to promote activity leading to the training of a 
greater number of investigators qualified to conduct research involving these two 
scientific disciplines. 

The profound influence of the Public Health Service research grant and award 
programs on the activities of medical schools and affiliated hospitals may be 
expected, therefore, to extend, more than in the past, into the schools of public 
health and into state and local health departments. This development carries with 
it a challenge and an opportunity for those individuals with special competence and 
those institutions or agencies with special resources to move ahead with active and 
constructive projects in public health research. 
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The Public Health Service is to be commended both for the sound administration 
of its research grant and training programs and for its recognition of the special 
need to expand these activities into new and significant areas of public health 
research. 


Temporary Detention Facilities for the Mentally III 


*$ Even in many advanced areas in the United States the county jail is still used 
for the temporary detention of those mentally disturbed. The National Sheriffs’ 
Association has repeatedly expressed disapproval of use of the county jail for 
temporary detention of the mentally ill and the sheriffs report no substantial 
decrease in the practice. This makes it desirable for public health officials to take 
a good look at the problem. 

It is encouraging to have the sheriffs join those in public health in saying that 
the mentally ill person has usually committed no crime, that county jails today are 
overcrowded, and that small county sheriffs officers are not specially trained for the 
proper handling and care of the mental patient. Furthermore, many jails (if not 
most) do not have proper or adequate detention rooms for the mentally ill. 

The sheriffs are right that detention in the county jails is unfair to the patient 
as well as to the custodians. Psychiatrists agree that a patient originally detained 
in a county jail is more difficult to treat and to readjust. The fact that many men- 
tally ill persons have committed suicide while detained in county jails is worthy 
of note. 

To an increasing degree the statutes of the various states forbid the detention of 
the mentally ill in jails. Some states like New York for many years have had on 
the books provisions which make the local health’ officer responsible for mentally 
disturbed persons until they can be transferred to the custody of a mental hospital. 
Here is a critical point of service to the public that demands more attention from 
the health authorities. It would be appropriate for state and local health officers 
to get the facts and move toward correctives. 
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Laboratory Section Abstracts 


At each Annual Meeting so many papers are read at the several sessions of 
the Laboratory Section that not all can be carried in the limited pages of the 
American Journal of Public Health. At the request of the officers of the Labora- 
tory Section, the Editorial Board has arranged for the annual publication of an 
abstract section to include those papers that appear to be chiefly of interest to 
laboratory workers. As many as possible of the papers that seem to be of interest 
to other disciplines as well as those of the laboratory are published in full in this 


Journal. 
of the laboratory field. 


Abstracted papers are released for publication in the special journals 


The following are abstracts of papers presented at the Eighty-Fourth Annual 


Meeting in Atlantic City, N. J. 


© Fever in Texas 


J. V. Irons, Se.D., F.A.P.H.A.; R. B. Eaps, 
Ph.D.; and J. E. Peavy, M.D., State Health 
Department, Austin, Tex. This paper was 
presented on November 12, 1956. 

Previous reports of Q fever in Texas 
covered an explosive outbreak in slaugh- 
terhouse and stockyard workers at Ama- 
rillo, serologic evidence of past infec- 
tions in slaughterhouse workers at Fort 
Worth and scattered cases in South 
Texas. 

This report concerns clinical and epi- 
demiologic data on 64 laboratory con- 
firmed cases of Q fever from September, 
1948, through December, 1955. The 
ages of the 64 cases varied from 17 to 
75 years: 48 of the 64 cases were males. 
The majority of cases were farmers, 
ranchers, dairymen or their wives, 
butchers, veterinarians or others asso- 
ciated with livestock, particularly cattle. 
The remainder of the cases represented 
almost as many occupations. Sheep or 
goats occasionally were associated with 
cases. 

The illnesses occurred during all sea- 
sons but predominantly in the third 
quarter of the year, and were found 
principally in the southern part of the 
state. Surveys of the infection in live- 
stock suggested that enzootic areas were 
also more prevalent in the southern part 
of the state. The eight dairies in which 
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the infection was investigated were lo- 
cated in South Texas. Laboratory con- 
firmation was based on demonstration 
of a fourfold rise in complement-fixation 
titer or a high complement-fixation titer 
within a few weeks after a typical his- 
tory of illness. Serologic surveys sug- 
gest that many more cases of Q fever 
had occurred in the state during this 
period. 


Laboratory and Public Health Aspects 
of the Increase in Infections Due to 
Antibiotic-Resistant Staphylococci 


Amepeo Bownp!, Jr., Ph.D.; Hahnemann 
Medical College, Philadelphia, Pa. This paper 
was presented on November 12, 1956. 

During the past five years there has 
been a gradual, but alarming, increase 
in the incidence of staphylococcal infec- 
tion of man. This problem has been 
uniquely associated with the environ- 
ment of the hospital, although there is 
some evidence that such infection is also 
increasing outside the hospital. Among 
the more common types of infection 
encountered due to this pyogenic or- 
ganism are pneumonia, abscess forma- 
tion, wound sepsis, and postsurgical 
enteritis. These have been observed not 
only in patients but in hospital per- 
sonnel. Occasionally, their incidence 
has been such as to constitute an epi- 
demic within a hospital. 
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Data are presented to show that the 
increase in staphylococcal disease has 
occurred simultaneously with an increase 
in the incidence of strains of staphylo- 
cocci resistant to the antibiotic agents 
in common use. The following impor- 
tant factors associated with this problem 
are discussed: factors related to the 
emergence of antibiotic-resistant strains; 
the potential increase in virulence of 
staphylococci; the widespread promiscu- 
ous use of the antibiotic agents; the 
discard of sound principles of aseptic 
technic in many hospitals; cross-infec- 
tion; therapeutic regimens currently in 
vogue which lower body resistance to 
infection. The role of the laboratory 
in the study of this problem is stressed, 
and some of the measures presently be- 
ing taken to control this important prob- 
lem are discussed. 


Antibody Responses to Commercial 
Poliomyelitis Vaccines in Young Chil- 
dren 
Howarp J. Suaucunessy, Ph.D., F.A.P. 

H.A.; Ricuarp A. Morrissey, M.P.H.; 

E. Cuurcu, M.D., F.A.P.H.A.; and Joun 

Neat, Ph.D.; Division of Laboratories and 

Bureau of Communicable Disease Control, IIli- 

nois Department of Public Health, Chicago, 

and the Department of Public Health, Univer- 
sity of Illinois College of Medicine, Springfield. 

This paper was presented on November 12, 

1956. 

In a small-scale study of antibody 
stimulation in children under five years 
of age by commercial poliomyelitis vac- 
cines it was found that two doses of 
vaccine made in accordance with the 
latest federal requirements gave variable 
results. This variation was apparently 
related to the prevaccination immunity 
level in an area, but this factor appar- 
ently did not account for all of the 
observed differences in effectiveness of 
these vaccines. 

If antibody levels are of importance 
in immunity to poliomyelitis, two doses 
of some lots of vaccine did not confer 
adequate immunity on many of the chil- 
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dren. A third dose of vaccine, given 
to a few children in one of the areas 
where antibody response to two doses 
had been poorest, provided a good 
booster effect in most of them. Addi- 
tional large-scale studies should be made 
to determine the relative effectiveness of 
commercially produced vaccines and the 
extent of variation in antigenicity from 
lot to lot. 


Comparison of Five Methods of Quanti- 
tative Complement-Fixation Tests for 
Coccidioidomycosis 
C. E. Smiru, M.D., D.P.H., F.A.P.H.A., and 

Marcaret T. Saito, University of California, 

School of Public Health, Berkeley; CHARLOTTE 

C. Campsect and Grace B. Hitt, Department 

of Bacteriology, Walter Reed Army Institute 

of Research, Walter Reed Army Medical Cen- 
ter, Washington, D. C.; Samuet B. Savin, 

Ph.D., Public Health Service, National Insti- 

tute for Allergy and Infectious Diseases, Rocky 

Mountain Laboratory, Hamilton, Mont.; Jane 

E. Fenton, Fort Miley Veterans Administra- 

tion Hospital, San Francisco, Calif.; Marcus 

A. Krupp, M.D., Palo Alto Medical Research 

Foundation, Palo Alto, Calif.; Samuet Sas- 

taw, M.D., Ph.D., Infectious Disease Service, 

University Hospital, Ohio State University, 

Columbus. This paper was presented on No- 

vember 12, 1956. 

The application of five different tech- 
nics for performing coccidioidal quanti- 
tative complement-fixation tests by four 
laboratories has revealed indexes of com- 
parability. Whenever these factors are 
applied to the results of the complement- 
fixation tests in various clinical types 
of coccidioidal diseases, the titers fol- 
low the characteristic distribution curves 
of disseminated and nondisseminated 
infections irrespective of the techni- 
cal methods used. The consistency 
of the results indicates that the quanti- 
tative complement-fixation tests have 
general prognostic as well as diagnostic 
applicability. 

An appropriately diluted serum from 
infected horses appears to set a “criti- 
cal” titer above which dissemination is 
frequent and at and below which it is 
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infrequent by whatever method is used. 
A trial now is being extended to a larger 
number of laboratories, the objective 
being to enable any laboratory com- 
petent to perform serologic tests for 
syphilis to undertake serologic tests for 
coccidioidomycosis. 


Advantages of the PVA-Fixative Two- 
Bottle Stool Collection Technic in the 
Detection and Identification of Intes- 
tinal Parasites 


KaTuHieen Harper; Maurice D. Littte; 
and Samuet R. Damon, Ph.D.; Bureau of 
Laboratories, State Board of Health, Indian- 
apolis, Ind. This paper was presented on 
November 13, 1956. 

The PVA-fixative two-bottle stool col- 
lection technic permits the delayed ex- 
amination of stools for the various 
stages of helminths and for both proto- 
zoan trophozoites and cysts. The ex- 
periences and results of employing this 
method at the Indiana State Board of 
Health over a period of several years, 
and the ensuing advantages, were pre- 
sented in brief. 

The examination of 859 paired PVA- 
fixative preserved and unpreserved stools 
resulted in the finding of protozoa 106 
more times in hematoxylin stained 
smears made from the preserved stools 
than they were found by examining the 
unpreserved portions alone, an increase 
of 35.9 per cent. A comparison of the 
results from the use of three examina- 
tion technics, the saline and iodine wet 
mount preparations, zinc sulfate flota- 
tion and hematoxylin-stained PVA- 
fixative fecal smears showed the diag- 
nostic advantages derived from the 
inclusion of a bottle of PVA-fixative in 
the stool collection outfit. 

An adaptation of the original Brooke 
and Goldman two-vial technic, employ- 
ing in the PVA-fixative formula Elvanol 
71-24 as the grade of polyvinyl alcohol 
powder, permitted the distribution of 
collection outfits to physicians without 
entailing the difficulties frequently en- 
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countered in efforts to employ this col- 
lection technic. The details of this 
adaptation and the satisfactory applica- 
tion of an hematoxylin-staining exami- 
nation technic were presented. 


Flocculation Tests for Tularemia 


Cuartes A. Hunter, Ph.D., F.A.P.H.A.; 
Ruta Burporrr; and Bernice Cousert; Divi- 
sion of Public Health Laboratories, State 
Board of Health, Topeka, Kans. This paper 
was presented on November 13, 1956. 

A flocculation antigen for tularemia 
was prepared by the method previously 
described by Hunter and Colbert for 
brucellosis except the antigen extract 
was from Pasturella tularensis. This 
tularemia antigen was composed of 
cholesterol, lecithin and tularensis ex- 
tract, standardized to a definite sensi- 
tivity and specificity. Methods of per- 
forming the microscopic slide and 
macroscopic tube flocculation tests were 
described. Data presented giving re- 
sults with the agglutination test show 
that the flocculation tests are a little 
more sensitive and still specific. Results 
also show that there is no cross-reaction 
with Brucella abortus. The tests are 
rapidly performed and results clear-cut 
and very easily read. Since the tests 
are run by a controlled procedure and 
with a standardized antigen the results 
are reproducible. 


The Dye Test and the Complement- 
Fixation Tests for Toxoplasmosis Anti- 
bodies as Diagnostic Aids 


Anne C. Kimparr, Ph.D. F.A.P.H.A.; 
Marion K. Cooney; and Henry Baver, 
Ph.D.; Division of Medical Laboratories, State 
Department of Health, Minneapolis, Minn. 
This paper was presented on November 13, 
1956. 

Look for toxoplasmosis and you will 
find it. The symptoms for which Toxo- 
plasma may be the etiologic agent are 
found everywhere. In Minnesota 18 
cases were accepted during 1943-1948. 
Thirty-six cases have been accepted since 
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the dye test was put into use in 1949, 

In congenital toxoplasmosis the dye 
test results can give good laboratory 
confirmation if both the mother’s and 
child’s bloods are tested and the child is 
over three months of age. When gen- 
eralized acquired toxoplasmosis is a 
possibility, a rise in C.F. antibodies 
is adequate confirmation and peritoneal 
exudate antigen has several advantages 
over chorioallantoic membrane antigens. 
At present serologic tests are of very 
limited value in establishing the etiology 
of chorioretinitis in adults. 


Laboratory Problems in the Diagnosis of 
Streptococcal Infections 


Exvaine L. Uppyxe, Sc.D.; Bacteriological 
Reagents Unit, Communicable Disease Center, 
Public Health Service, Chamblee, Ga. This 
paper was presented on November 14, 1956. 

Problems of streptococcus laboratory 
studies discussed in the paper are pre- 
sented. (1) Recognition of the beta 
hemolytic character of some strains of 
streptococci requires growth under re- 
duced oxygen tension, and this can 
be accomplished by means of a pour 
plate or by stabbing into the agar while 
preparing a streak plate. (2) In blood 
agar plates, CDC studies have shown 
that sheep, rabbit, horse, and human 
blood give equally good growth and 
identical hemolytic reactions except 
among enterococci. Sheep blood gives 
alpha hemolytic reactions with many 
strains of enterococci that exhibit beta 
hemolysis in rabbit, horse, and human 
blood media. (3) Since dry swabs 
should not be transported by mail, in- 
oculation onto blood agar or Loeffler’s 
slants is recommended for transport. 
(4) In a study of a school outbreak of 
streptococcal infections, Pike’s selective 
broth offered no appreciable advantage 
over direct plating. (5) Serologic typ- 
ing of Group A streptococci is not con- 
sidered necessary in routine diagnostic 
work, but serologic grouping of beta 
hemolytic streptococci is important in 
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following therapy because of the pro- 
pensity of non-Group A strains to appear 
after therapy adequate for elimination 
of Group A strains. (6) The bacitracin 
test for differentiating Group A from 
non-Group A streptococci requires more 
evaluation and standardization before it 
can be given unqualified recommenda- 
tion. (7) Some infrequently considered 
sources of technical error in the per- 
formance of ASC and CRP tests are 
noted. 


Ecology of Histoplasma and Other 
Pathogenic Fungi 


C. W. Emmons, Ph.D.; National Institute 
of Allergy and Infectious Diseases, Bethesda, 
Md. This paper was presented on November 
14, 1956. 

Histoplasma was first isolated from 
soil in 1949. Subsequent search re- 
vealed that it could be isolated fre- 
quently from decayed litter and drop- 
pings in and around old chicken houses. 
It has been isolated also from a meat 
house, an unused silo, caves, tree stumps, 
and other miscellaneous sites. A factor 
common to many of these locations was 
the presence of fecal material of chickens 
or other birds, although the natural 
occurrence of the disease in birds has 
never been proved, and chickens are not 
susceptible to progressive or chronic ex- 


perimental infection. 


The most probable explanation for the 
presence of Histoplasma in these sites is 
that the fungus grows as a saprophyte 
in a suitable soil and is quite independ- 
ent of any animal host. The actual 
observation in soil of Histoplasma 
conidia characterizing the saprophytic 
growth phase supports this view. 

Evidence on the geographic distribu- 
tion of Histoplasma has been sought 
by the indirect method of surveys to 
determine the incidence of histoplas- 
min skin sensitivity. These have shown 
wide geographic differences in the 
rates of histoplasmin sensitivity and 
have led to speculation and studies 
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of the possible influence of under- 
lying geologic soil types and climatic 
factors on the distribution of Histo- 
plasma. The distribution of His- 
toplasma on farm premises suggests, 
however, that microenvironmental fac- 
tors in the superficial soil layers are 
more important than these widely ex- 
erted factors in determining its presence 
or absence. High acidity and humus 
content of soils may be essential to its 
survival and growth. Histoplasma can 
not be isolated widely over a given geo- 
graphic area nor even generally over a 
particular farm. On the contrary, it 
may be isolated only from a small and 
restricted area as the previously cited 
examples suggest. 

Histoplasma may persist in soil for 
long periods after the environmental 
conditions with which its presence is 
usually associated have been altered. 
The fungus has been isolated from 
garden soil, from heaps of chicken drop- 
pings left in exposed sites on a hillside, 
and from beneath bluegrass sod three 
years after the removal of a chicken 
house from the site. It may be assumed 
in the latter case that this represents 
continuing growth and sporulation in a 
changing environment rather than per- 
sistence of conidia to parallel the sur- 
vival of anthrax spores, e.g., in soil. In 
the laboratory Histoplasma has survived 
as long as 180 days in sterilized tap 
water. 

One can conclude that fungi capable 
of causing human disease are frequently 
present in varied environments, that man 
must be frequently exposed to them by 
inhalation or trauma and that such ex- 
posures probably lead only rarely to 
progressive and fatal disease. 


Should the Premarital Blood Test Be 
Compulsory? 
Danie. Winetock, Ph.D., F.A.P.H.A., Bu- 


reau of Laboratories, City Health Department, 
New York, N. Y.; Wittram Levin, Dr.P.H., 
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F.A.P.H.A., State Board of Health, Portland, 
Ore.; Howarp L. Bopiry, Ph.D., F.A.P.H.A., 
Division of Laboratories, State Department of 
Public Health, Berkeley, Calif.; Harotp Mac- 
nuson, M.D., F.A.P.H.A, Occupational Health 
Program, Public Health Service, Washington, 
D. C. This paper was presented on November 
14, 1956. 


In 1935, the state of Connecticut 
passed the first premarital examination 
law. At present, 41 states have enacted 
premarital laws. The average cost per 
specimen, in the various states, is esti- 
mated to be about 50 cents. 

Evidence is presented to indicate that 
about 1,000 infant deaths from syphilis 
were prevented in 42 states during the 
first five years following the enactment 
of the law. The reduction in syphilis in- 
fant mortality following premarital and 
prenatal laws requiring blood testing 
programs is discussed. 

An analysis of the results of 18,523 
specimens submitted for premarital test 
examinations is offered. Estimates of 
the results indicate that in New York 
City about 1,056 new cases of syphilis 
may be uncovered annually by the pre- 
marital test, of which 0.77 per cent may 
be primary or secondary syphilis, 8.88 
per cent early latent, 87.27 per cent late 
latent, and 3.08 per cent congenital 
syphilis. Much more study is required 
before a definitive statement can be 
made with regard to these figures. The 
authors conclude that premarital and 
prenatal blood testing legislation, when 
properly administered, contribute to 
venereal disease control by (1) detect- 
ing and bringing or returning to treat- 
ment persons with syphilis, (2) prevent- 
ing transmission of syphilis to marital 
partners, (3) protecting unborn children 
from congenital infection, (4) reducing 
morbidity and mortality due to syphilis 
and to other causes among infants by 
encouraging prenatal care, and (5) pro- 
viding opportunities for general health 
education, sex education, and marriage 
counseling. 
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Copper Poisoning at a Cocktail Party 


Joun Wrytue, M.D.; Queen’s University 
Medical School, Kingston, Ont., Canada. This 
paper was presented on November 14, 1956. 


An outbreak of food poisoning oc- 
curred following a cocktail party in the 
nurses’ quarters of a Military Hospital 
on August 12, 1954. The occasion was 
a private party given in honor of one 
of the nursing sisters who was leaving 
the unit. A cocktail consisted of: rye 
whisky—10 oz; fresh lemon juice—4 
oz; egg white—l teaspoonful; sugar 
melted—5 oz; water—6 oz; chipped ice 
to make—l qt. It was prepared at 3 
p-m. and placed in a refrigerator. Two 
cocktail shakers, each containing a quart, 
were removed at 5 p.m. and taken to 
the nurses’ lounge where about one 
quart was consumed. Within one-half 
to one hour following the consumption 
of the cocktails, nausea, vomiting and 
diarrhea ensued. Of the 15 nursing 
sisters, only five were without symp- 
toms and fit for duty next day; the 
others felt weak, experienced abdominal 
cramps, dizziness, and headache. 

In one cocktail shaker there still re- 
mained about a half fluid ounce of a 
pale green solution which gave positive 
chemical tests for copper. The interior 
of the shaker had a brown coating which 
contrasted sharply with the silvery coat- 
ing of the cap. The evidence was sug- 
gestive of the original inner plating 
having become worn off through fre- 
quent use and cleaning during several 
years. A repeat trial of the cocktail was 
used to carry out extensive chemical tests 
for other metals and to determine quan- 
titatively the copper content in one fluid 
ounce of the cocktail. Three of the par- 
ticipants consumed one-half glass of the 
cocktail, or three-quarters fluid ounces 
containing 5.3 milligrams of copper; 
five drank one glass, thus ingesting 10.65 
milligrams of copper; four had two 
glasses or 21.3 milligrams of copper; 
and one had three glasses or 32 milli- 
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grams of copper. These amounts of 
copper are believed to have given rise 
to the symptoms of chemical food poi- 
soning precipitated by the ingestion of 
alcohol on an empty stomach. 


Significant Factors in Germicide Tests 


Ceci W. Cuamsers, Germicidal Agent 
Studies, Microbiology Section, Robert A. Taft 
Sanitary Engineering Center, Public Health 
Service, Cincinnati, Ohio. This paper was 
presented on November 15, 1956. 

Information presented indicates that 
filtering test suspensions through No. 2 
Whatman paper improves the reproduci- 
bility of survival-curve type tests. Data 
showing the resistance of Escherichia 
coli P.H.S. strain No. 198 (A.T.C.C.— 
11229) to phenol are also included. 
Results obtained in these tests indicate 
that the resistance of E. coli A.T.C.C. 
—11229 to phenol was not significantly 
affected by interruptions in consecutive 
daily transfers. Broth cultures inocu- 
lated directly from agar slants yielded 
the same results as were obtained after 
many transfers in broth. 


Fluoride Adsorption and Resorption 
Phenomenon of a Sodium Aluminum 
Silicate Zeolite 


R. L. Morais, Josepnine Cerny, State Hy- 
gienic Laboratory, Iowa City; Cart BLoMGcREN, 
Iowa State Department of Health, Council 
Bluffs; and D. W. Exsert, State Hygienic Labo- 
ratory, Des Moines, Iowa. This paper was 
presented on November 15, 1956. 


Data showing adsorption and resorp- 
tion of fluoride ion by mineral zeolites 
in residential rental service is presented. 
Mineral zeolites become activated by 
hydrated oxides of iron and aluminum 
in actual field service where subjected 
to multiple regeneration, so that they 
develop an ability to remove fluoride ion 
from water passed over them. Brine 
regeneration studies suggest a method 
of rejuvenation of fluoride contaminated 
zeolites by successive concentrated salt 
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brining. This parallel regeneration 
method involves discarding the effluent 
brine from each softener rather than 
passing brine in series through several 
softeners. 

Public health significance of short 
duration excessive fluorides is evaluated 
and shown statistically to be negligible. 
The mechanism of field activation of 
mineral zeolites is postulated and the 
possibility of synthetic activation of 
zeolites for municipal defluoridation is 


advanced. 


Numbers and Types of Enterococci and 
Coliforms in Feces, Water, and 
Sewage 


Mary Sutuivan, Sias Laboratories, Brook- 
line, Mass.; Ciara H. Bartiey, Ph.D.; and 
L. W. Stanetz, Ph.D., F.A.P.H.A.; Depart- 
ment of Bacteriology, University of New Hamp- 
shire, Durham, N. H. This paper was pre- 
sented on November 15, 1956. 


The numbers of enterococci as com- 
pared to numbers of coliform bacteria 
in human and animal feces and in water 
and sewage were determined by use of 
membrane filter technics. The types or 
species of enterococci and coliforms 
present in these test materials were also 
identified. It was found inat the entero- 
cocci occur in the feces of xian and cer- 
tain animals and in po'iuted water or 
sewage in as great or even greater num- 
bers than do the coliform bacteria. A 
high percentage of the strains of entero- 
cocci isolated from the samples of human 
feces, polluted water, and sewage were 
found to be varieties of Streptococcus 
faecalis. 

Approximately 97 per cent of the 
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strains of streptococci isolated from 
bovine feces proved to be Streptococcus 
bovis. A high percentage of the strains 
of enterococci isolated from feces of 
chickens, rats, rabbits, mice and swine 
were identified as Streptococcus lique- 
faciens. These results indicate that, in 
certain instances, it may be possible to 
distinguish between human and animal 
contamination of water based on the 
types of enterococci present in the sam- 
ples. No aerogenes or intermediate 
types of organisms were detected in 
human feces but were present in the 
samples of water and sewage tested. 
With the development of relatively sim- 
ple and efficient membrane filter technics 
for the detection and enumeration of 
enterococci, these organisms should 
prove to be more accurate indicators of 
pollution than the coliform bacteria. 


Methods for Determining Absorbed 
Radioactive Materials on Soils and 
Sediments 


Bernp Kaun, Oak Ridge National Labora- 
tory, Oak Ridge, Tenn. This paper was pre- 
sented on November 16, 1956. 

The identification and determination 
of radionuclides absorbed on soil is dis- 
cussed. Radionuclides are either leached 
from soil or dissolved together with the 
soil, then separated and purified by 
radiochemical procedures and counted 
with a radiation detector which has been 
calibrated for counting efficiency. Leach- 
ing procedures are presented for radio- 
cobalt and for radionuclides of the major 
fission products—cesium, strontium, 
cerium, yttrium, zirconium, niobium, 
and ruthenium. 


Books and Reports 


All reviews are prepared on invitation. Unsolicited reviews cannot be accepted. 


Public Relations for Social Agen- 
cies—A Guide for Health, Wel- 
fare, and Other Community Or- 
ganizations—By Harold P. Levy. 
New York: Harper (49 E. 33rd St.), 
1956. 208 pp. Price, $3.50. 

“Too few Americans are aware of the 
significance of the modern welfare (and 
health) agency and too few agencies are 
doing enough to clarify it... . With 
such strengths as it possesses, social 
work could attain new high levels of 
understanding, goodwill, and support. It 
has the assets, it has the creative ability, 
it simply needs to dig in and work ever- 
lastingly on its public relations.” 

This is the argument of the book in 
the author’s own words, and he does a 
forthright job telling how such public 
relations can be improved. 

While the term “social agencies” is 
used in its broadest sense to include 
health agencies, the public health reader 
will regret that of some 125 examples of 
good public relations technics cited com- 
paratively few are drawn from health 
agencies. An Easterner might also pro- 
test that California, for all its greatness, 
is drawn upon too heavily for illustra- 
tion of successful public relations. 

In embracing his subject in 17 chap- 
ters and 50,000 words the author has 
been commendably brief and readable, 
and the agency executive, public rela- 
tions, and health education specialist 
and board member should be grateful 
for an excellent presentation of a most 
important subject. S. PLatt 


Society and Health—By Walter E. 
Boek and Jean K. Boek. New York: 
Putnam’s (210 Madison Ave.), 1956. 
301 pp. Price, $4.50. 

The last few years have seen the ap- 
pearance of a spate of books intended to 


make available to health workers one or 
more aspects of social science and to 
indicate the relevance of this knowledge 
for their activities. To these may now 
be added the volume reviewed here. It 
is designed, according to the authors, 
“to contribute to the growth and devel- 
opment ... of those who have already 
received their formal education and are 
now practicing their skills” in medicine, 
dentistry, nursing, hospital administra- 
tion, social work, and public health. For 
these practitioners, the Boeks seek to 
make available concepts and principles 
of social science (sociology, social psy- 
chology, and anthropology) so that they 
may have a better understanding of 
human behavior, and thus be better 
practitioners. 

To achieve these aims the authors 
have prepared an elementary text in 
sociology and social psychology, with 
some psychosomatic medicine thrown 
in for good measure. Seven chapters 
deal in turn with the socialization of the 
infant; social structure, with particular 
reference to subcultural groups (age, 
sex, occupation, ethnic) and social class, 
community leadership and its relation to 
the organization of power, the social 
structure of an institution (the hospi- 
tal), the relation of social factors to 
health and disease, and with certain 
aspects of the changing scene in the 
health field (professionalization,  fi- 
nancing of medical care, public health). 
The subjects are presented in simple 
language and illustrated to a large ex- 
tent with examples chosen from the 
health field. 

While one must acknowledge and 
respect the difficult task that the Boeks 
have staked out for themselves, the fact 
cannot be avoided that this is an uneven 
and in many ways unsatisfactory book. 
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First of all, in their endeavor to describe 
the contemporary social structure in 
America, to present to health workers 
the concepts and tools of the social sci- 
ences, and to demonstrate their applica- 
tion the authors have overly simplified 
complex subjects and omitted much that 
is relevant sociologically. They are at 
their best when they deal with a specific 
subject, such as the institutional struc- 
ture of the hospital, or the relations be- 
tween social phenomena and_ illness. 
Other chapters, such as the one dealing 
with social structure and subcultural 
groups, are weak and disappointing. In 
fact, it would be interesting to know what 
led the authors to their occupational 
classification which is something of a 
mish-mash. Even worse is the section on 
religion in the same chapter, which is 
replete with errors and is a fine example 
of a culture-bound position. 

In summing up the positive and the 
negative aspects of this volume, one can 
recommend it with reservations. It will 
probably be most valuable when used by 
a teacher to supplement classroom in- 
struction. This is particularly the case 
with the chapters on the hospital, com- 
munity leadership, and social stress and 
illness. Georce RosEN 


Today’s Industrial Nurse and Her 
Job—A Study of the Functions 
of Nurses and Their Relation- 
ships to Industry—By Erna Bar- 
schak. New York: Putnam’s (210 
Madison Ave.), 1956. 112 pp. Price, 
$3.20. 

This study was initiated by the Amer- 
ican Nurses’ Association to investigate 
functions of nurses in industry. As the 
first publication of its kind, it should 
elicit further discussion and studies to 
interpret the peculiarities of the job, its 
responsibilities, and need for unique 
preparation. 

The findings in this report are based 
on determinations from surveys made of 


Ohio River Valley industries in West 
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Virginia, Kentucky, Indiana, and Ohio. 
The area selected is supposedly repre- 
sentative of the entire country. Methods 
used in collecting data were written 
questionnaires and personal interviews. 
Tabulations were summarized from 217 
completed questionnaires, representative 
of about 61 per cent returns. 

A quick glance at this document may 
at first seem disconcerting, especially for 
experienced nurses long in a quandary 
concerning basic and advanced prepara- 
tion for the job. For them the findings 
are not new. 

Nursing educators and _ industrial 
nurse consultants on close scrutiny will 
recognize significant information that 
may prove helpful in planning future 
educational programs. The functions 
as portrayed show progress and needs in 
preparing nurses for occupational health. 
In 1944 when “Nursing Practices in 
Industry” * was published, 808 estab- 
lishments with 3,027 nurses were sur- 
veyed. Of this group, 15 per cent re- 
ported health education activities. Dr. 
Barschak reports 69 per cent of the 
group functioning in this area. 

The author’s opinions and psychologic 
aspects are interestingly injected, not 
always synchronized with data. As ex- 
pressed by Dr. Barschak: “. . . the whole 
field of human relations is brought to 
the nurse, who has little or no training 
in dealing with this whole field.” In the 
“Conclusions and Recommendations” 
she continues, “How can the nurse gain 
these skills and knowledge? No back 
to school regime is recommended here.” 

Since information on education was 
collected from other sources, it was 
probably impossible for the author to 
relate data on individual performance 
and personality to educational and pro- 
fessional preparation. Efforts were 
made to secure personality tests but were 
not used in the study. 


* PHS, Pub.—283, Government Printing 
Office, Washington, D. C., 1944. 


The limited scope of the study is well 
recognized by the author. She has made 
an honest, sincere attempt to gain depth 
and breadth of the problem and has set 
forth the good as well as undesirable 
findings of the survey. 

Professional nurses and leaders vitally 
concerned with programs, developments, 
and expansion of industrial nursing will 
find this report revealing and provoca- 
tive. It should create an urgent desire 
for further explorations and research in 
occupational health. M. Smita 


Homosexuality: Disease or Way of 
Life?—By Edmund Bergler. New 
York: Hill and Wang (104 Fifth 
Ave.), 1956. 302 pp. Price, $5.00. 
The main thesis of the author, a New 

York psychiatrist, is that “. . . there are 
no healthy homosexuals. . . . Homosex- 
uality is a neurotic distortion of the total 
personality.” He again deplores that 
“Kinsey’s fantastically exaggerated fig- 
ures” have done a disservice by playing 
into the hands of certain true (compul- 
sive) homosexuals who tend to glorify 
their disorder as a superior “way of 
life.” Some of these men also have put 
Kinsey’s erroneous statistics to sly use 
as arguments in the seduction of youth- 
ful borderline cases in whom the direc- 
tion of the sex impulse hangs in the 
balance and who were thus swayed 
toward the abnormal. He calls these 
cases of “statistically induced homosex- 
uality” and says that he has seen quite 
a few of them lately. The author con- 
cludes that “. . . to counteract this we 
must disseminate knowledge that there 
is nothing glamorous about suffering 
from the disease known as homosexu- 
ality.” 

As he has in many of his previous 16 
books, the author at times indulges in 
vigorous polemicizing, and again pre- 
sents his own psychoanalytic constructs 
to explain homosexuality (breast com- 
plex, orality mechanism, “pleasure in 
displeasure,” etc.). As one has come 
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to expect from Dr. Bergler, there are 
many flashes of brillance in the book, 
but as the years pass he seems to be be- 
coming increasingly dogmatic. For in- 
stance, his offhand dismissal of bisex- 
uality as a clinical entity will find many 
experienced students of sexual pathology 
disagreeing with him. 

The book is only moderately well 
organized and is, besides, rather heavily 
padded with such items as lengthy essays 
on the life and work of major literary 
figures (Proust, Stendhal, Melville, 
Oscar Wilde, etc.). Dust jacket and 
foreword state that, “. . . in writing this 
book I am thinking of the mass of young 
people — unhappy, bewildered, unin- 
formed, sometimes suicidal—caught, or 
about to be caught in a net. . . and 
of the unhappy parents of young homo- 
sexuals. . . .” Unfortunately, what the 
dust jacket promises, the book does not 
quite keep. Joun F. OLtIven 


Other People’s Children—By Anna 
Judge Veters Levy. New York: Ron- 
ald Press (15 E. 26th St.), 1956. 286 
pp. Price, $3.75. 

Through her experience as a juvenile 
court judge the author has seen many 
problems in the 30,000 children who 
have come before her. In this volume 
she writes about 14 of these “Other 
People’s Children,” but pleads in the 
preface that “the time has passed when 
we can ignore their troubles. Just as we 
now know that smallpox in the slums 
constitutes a danger to the homes in our 
garden districts, so do we also know that 
human failure, whether it be in high 
places or hovels, affects us, our fami- 
lies, our community and ultimately our 
nation.” 

Judge Levy writes with sympathetic 
understanding of these “juvenile delin- 
quents,” attempting to relate their per- 
sonal and family difficulties with their 
behavior deviations that bring them to 
the court. Gaps in community services 
are implied in these related accounts. 
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These stories, simply but dramatically 
and realistically written, are illustrations 
that can be matched in most cities. The 
book should be useful in community in- 
terpretation of children in trouble. 
R. Moss 


Conference on Epidemiology of 
Atherosclerosis and Hypertension 
—American Heart Association and 
National Heart Institute, Harriman, 
N. Y., January 29-February 2, 1956. 
New York: American Heart Associa- 
tion (44 East 23rd St.), 1956. 88 pp. 
Limited distribution. 

This is a brief résumé of a five-day 
conference convened by two organiza- 
tions vitally interested in cardiovascular 
disease. The stipulated purposes were: 
(1) to review current etiologic concepts 
as to atherosclerosis and primary hyper- 
tension; (2) to assess available tools 
and methods for testing hypotheses in 
population studies; (3) to suggest new 
tools and methods; (4) to explore avail- 


able resources; and (5) to suggest both 
needs and steps to meet the needs. 
Recognition is given to the possible 
etiologic importance of numerous fac- 
tors, such as diet, smoking, endocrine 
state, biochemical abnormalities, occu- 
pation, stress, heredity, personality type, 


body type, age, sex, and race. Further 
epidemiologic study is expected to pro- 
vide additional leads, as well as evalua- 
tions, and the important concept is ex- 
pressed that two or more factors may be 
found of major etiologic significance. 
The potentialities and limitations both 
of specific investigational methods and 
of field studies involving such widely 
different groups as autopsy, patient, and 
general populations are discussed in de- 
tail. Special attention is given to longi- 
tudinal studies in well defined and 
properly selected population samples. 
The specific needs recognized are 
numerous but center chiefly about: (1) 
improved methods for defining and 
recognizing disease, especially in the 
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early stages; (2) more interested per- 
sonnel trained in epidemiology and bio- 
metrics; and (3) more funds for direct 
and long-term support of research, for 
planning protocols, and for training. 
The report will convey to all readers 
something of the current status of the 
attack on cardiovascular disease. More 
particularly, it constitutes a sort of blue- 
print for those already engaged in or 
contemplating epidemiologic studies of 
cardiovascular and other noninfectious 
disease problems. Joun P. Fox 


Husbands and Pregnancy. The 
Handbook for Expectant Fathers 
—By William H. Genné. New York: 
Association Press (291 Broadway), 
1956. 127 pp. Price, $2.00. 

This book for expectant fathers has 
recently been published by Association 
Press. It is a simple handbook for the 
man who finds himself expectant and a 
much more worth-while book than the 
run-of-the-mill, smarty pants, tongue-in- 
cheek variety which have been published 
in recent years. 

As Mr. Genné writes: “Actually, 
what happens to the husband during 
pregnancy is as important to the even- 
tual success of the husband and wife 
relationship and the parent and child 
relationship as what happens to the wife. 
Despite the obvious physical connection 
between mother and baby before it is 
born, we must not lose sight of this emo- 
tional relationship between the husband 
and wife throughout pregnancy. The 
husband is the most important single in- 
fluence on his wife. The quality of this 
emotional relationship is of vital im- 
portance to all that is happeniig. In a 
very real sense, husbands are pregnant, 
too.” 

The author points out that the hus- 
band who is baffled, bewildered (and 
perhaps belittled) will not be able to be 
a good husband to his wife or a good 
father to his child. Pregnancy, he adds, 
is the testing ground of marriage and 


the training ground for parenthood. It 
reveals how well a husband and wife 
have learned to cooperate. By giving 
them an opportunity to strengthen and 
deepen their cooperation, it will prepare 
them to pull together as parents. 

“Husbands and Pregnancy” was 
written especially for the expectant 
father who cannot find a parents’ class 
in his community, but it is also of real 
value to the father who goes to class. 
The book takes up in chronologic order 
the events which lead to the coming of 
a baby, including medical care for his 
wife, nutrition, social activities, a de- 
scription of what labor is like, and the 
feelings his wife will have as she goes 
through labor. The book is full of little 
hints to fathers which should be very 
helpful in maintaining the understanding 
between husbands and wives during this 
important family experience. 

Mr. Genné writes his book from a rich 
background of teaching expectant par- 
ents at the Clara Elizabeth Fund for 
Maternal Health in Flint, Mich. 

Horace HucHEs 


Guides to Action Today, Tomorrow, 
Together on Chronic [Illness— 
National Health Forum, National 
Health Council, March 21-22, 1956. 
New York: National Health Council 
(1790 Broadway), 1956. 88 pp. 
Price, $1.00. 

There is, of course, a wealth of mate- 
rial bearing on the subject of chronic 
illness in print. The purpose of the 
1956 National Health Forum, conducted 
by the National Health Council, was to 
summarize available information and to 
promote interagency cooperation in the 
complex task which faces the national 
health agencies. In the opinion of this 
reviewer the 1956 Forum Committee, 
under the chairmanship of Theodore G. 
Klumpp, M.D., succeeded admirably in 
its goal and the “Guides to Action” 
which summarize the forum is an excel- 
lent record. 


BOOKS AND REPORTS VOL. 47 623 


There were scores of able participants 
in the field of rehabilitation, the prob- 
lems of meeting the costs, the role of 
the health department, and in com- 
munity action. It would be interesting 
to know if there is any more concise 
compilation of the facts or any more 
eloquent appeal for action together in 
print. This volume can be highly com- 
mended. RecinaLD M. ATWATER 


Deutsche Nachkriegskinder. Meth- 
oden und erste Ergebnisse der 
deutschen Lingsschnittuntersuch- 
ungen iiber die kérperliche und 
seelische Entwicklung im Schul- 
kindalter—By C. Coerper; W. 
Hagen; and H. Thomae. Stuttgart, 
Germany: George Thieme Verlag 
(Intercontinental Medical Book Cor- 
poration, New York 16, N. Y.) 1954. 
545 pp. Price, DM 33 ($7.85). 
Following the end of the Second 

World War the question was raised in 

Germany whether the growth and de- 

velopment of German children had been 

impaired by wartime conditions, and, if 
this was the case, what consequences 
might be expected in the future, and 
how this damage might be repaired. It 
was recognized that adequate answers 
could be based only on studies extending 
over a period of years. Consequently, 

Marshall Plan funds were made avail- 

able to carry out systematic longitudinal 

physical and psychologic studies on a 

sample of German children. 

These longitudinal investigations were 
undertaken on a broad basis in the 
German Federal Republic. In_ six 
communities (Frankfurt/M., Stuttgart, 
Niirnberg, Bonn, Remscheid, and Grev- 
enbroich) teams, each comprising a 
physician, a psychologist, social workers, 
and auxiliary personnél, examined ran- 
domly selected groups of children. In 
each community 500 children entering 
school and 300 children leaving school 
were examined according to a uniform 
plan. The results of these examinations 
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were then reviewed and evaluated so as 
to arrive in each instance at an over-all 
medical and psychologic appraisal of 
each child and to draw whatever con- 
clusions seemed warranted for the 
further care of that child. The data 
were put on punch cards, so that for the 
first year (1952) information was avail- 
able for some 4,400 children. 

This volume is an initial report, deal- 
ing with the methodology of the study 
and the results obtained during the first 
year. The study was planned for an 
initial period of three years, and it was 
hoped that it might then be continued 
for a total period of 10 years. Never- 
theless, the initial report should be of 
great interest to workers in many health 
fields — to pediatricians, statisticians, 
psychiatrists, nurses, educators, and 
social workers. More specifically the 
study is focused on the school-age child 
as seen from a broad social viewpoint 
and will be of interest to anyone con- 
cerned with school health and social 
medicine. 

Broadly speaking, the investigation 
was designed to study three major areas: 
the environment of the child in its widest 
sense, including the family and its 
social situation; the physical state of the 
child; and the psychological status. 
Furthermore, it was to see how the find- 
ings are related. Consequently, the 
problems of design and methodology are 
of the highest importance, and about 
half of this volume is devoted to a 
thorough-going discussion of methodo- 
logic questions. Separate chapters are 
devoted to the social environment, with 
special attention to the sociobiological 
diagnosis; to the anthropometric study 
of the child; to problems of constitu- 
tional appraisal; and to psychological 
examination. In the last category nine 
different approaches were employed. 

The second half of the book reports 
the initial findings of the investigation. 
It is not possible to present them in de- 
tail in a limited review and the reader 
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is referred to the book for this informa- 
tion. Nonetheless, certain general find- 
ings can be mentioned. For example, 
environment and organism are not 
simple variables directly related in a 
cause-effect relationship. “Good” and 
“bad” social conditions in the physical 
and psychologic sphere do not invari- 
ably and unalterably produce “good” 
or “bad” effects. Such conditions stim- 
ulate a response on the part of the or- 
ganism, and the kind of response is to a 
certain point predictable. Furthermore, 
the authors report that the method of 
constitutional diagnosis has proved its 
value. Above all, it is emphasized that 
the concept of “development” is a multi- 
layered one and that appraisals of 
children in school must take this into 
account. 

This book is unreservedly recom- 
mended to all health workers interested 
in school health, social medicine, longi- 
tudinal health studies, questions of con- 
stitutional diagnosis, and the problem 
of periodic health appraisals. 

GrorcE Rosen 


The Stress of Life—By Hans Selye. 
New York: McGraw-Hill (330 West 
42nd St.), 1956. 324 pp. Price, 
$5.95. 

Unifying concepts in medicine, even 
more than in some other arts and sci- 
ences, are rare. In the past decade 
there has been increasing insistence from 
Montreal, with many echoes elsewhere, 
that the Dr. Selye’s concept of “stress” 
and the “general adaptation syndrome” 
should be admitted into the small com- 
pany of great and basic concepts in 
biology, shedding light on all manner of 
obscurities of physiology and disease. 

The present work is a skillful popular 
exposition of the particular concept of 
stress, by its originator and indefatigable 
champion, that has come to replace the 
more homely definition in the minds— 
and speech—of a host of converts. The 
concept as developed by Dr. Hans Selye 


is sufficiently elastic and resistant to pre- 
cise definition to appeal to the raggle- 
taggle of wooly-minded followers of all 
boldly expressed ideas that claim to be 
new. It also appeals to many thoughtful 
physicians and medical scientists, espe- 
cially to endocrinologists and internists, 
and it can certainly be credited with 
being stimulating and challenging even 
to the skeptics and denigrators who ob- 
ject either that it is not true or, if true, 
is not new. 

This book is not a critical examina- 
tion and review of Selye’s ideas about 
stress and its tone is frankly personal 
and often narcissistic. That the author’s 
ego is never more than a few sentences 
away from exhibition may induce hos- 
tility, but it may attract readers who be- 
lieve that the more usual pose of cold 
impersonality of the scientist is tiresome 
humbug anyway. Among publications 
from the energetic and talented pen of 
Dr. Selye perhaps the present book is 
the most revealing of all the many 
presentations of his ideas. The auto- 
biographical frame of the book, in fact, 
is a good way of conveying understand- 
ing of what this idea is all about be- 
cause, as the concept exists today, it is 
the result of evolution in one man’s 
mind. The omission of strictly technical 
details and the paraphernalia of evidence 
keeps the whole work from foundering 
in the mass of data of questionable rele- 
vance characteristic of some other dis- 
cussions of the subject. Read it—it is 
very readable—but try to maintain bal- 
ance amid Dr. Selye’s persuasive 
enthusiasm. ANCEL Keys 


Health and Demography. Public 
Health Service Publication No. 502. 
Washington, D. C.: U. S. Department 
of Health, Education, and Welfare, 
PHS Bureau of State Services, Na- 
tional Office of Vital Statistics, 1956. 
94 pp. 

It is pointed out in the foreword that 
this report was originally presented at 
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a seminar held by the Bureau of State 
Services, PHS, on some of the popula- 
tion trends and developments which may 
have an impact on present and future 
public health programs. The condensed 
data are presented in five sections, 
namely, the dynamics of population 
trends in the United States; population 
trends for major geographic areas and 
states; population characteristics: age 
and marital status, economic status, and 
indicators of health and disease. These 
sections, together with a foreword and 
a postscript representing the personal 
views of Dr. Halbert L. Dunn, the 
author, make up the volume. 

The demographers among the public 
health professions will no doubt admire 
the skill with which information has 
been condensed and graphically pre- 
sented. Every public health worker, 
however, owes a debt of gratitude to 
Dr. Dunn and his office for this meaning- 
ful volume. It bears directly on the 
interests of every person concerned with 
the public health. On the one hand, 
we can be grateful for the measured 
achievement and equally grateful for the 
pin-pointed tasks for the future. This 
volume ought to be widely studied and 
used by all of us. 

REGINALD ATWATER 


Observations on Krebiozen in the 
Management of Cancer—By A. C. 
Ivy; John F. Pick; and W. F. P. 
Phillips. Chicago, Ill.: Henry Reg- 
nery (20 W. Jackson Blvd.), 1956. 
102 pp. Price, $2.50. 

The highly controversial subject of 
Krebiozen and its use for treatment pur- 
poses in certain forms of cancer is sum- 
marized by the authors. The text is 
arranged in seven chapters and is aug- 
mented by nine tables and five pages of 
illustrations; 49 references are cited, 
only 12 of which are from publications 
in the present decade. 

The experimental work is based on 
the theory that there exists a substance 
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capable of inhibiting “the normal repair 
processes at an appropriate time so that 
a tumor or cancer does not result,” and 
that such a substance may be capable 
of causing regression in malignant 
growths. The authors optimistically 
conclude that their “Krebiozen possesses 
palliative potency in the management or 
treatment of 68 per cent of patients with 
several different types of cancer.” The 
reviewer suspects that physicians who 
see and treat large numbers of patients 
with malignant disease will remain un- 
convinced by the type of “controlled 
clinical evidence” which the authors 
present. 

The kinds of objective and subjective 
improvement cited by Dr. Ivy and his 
colleagues are regularly observed in pa- 
tients who respond to modern chemo- 
therapy; the principal difference is that 
the latter receive therapeutic agents of 
known chemical configuration and po- 
tency, while Krebiozen-treated patients 
receive something which “could be 
either a polysaccharide or a steroid” of 
unknown chemical structure. 

While the text makes interesting read- 
ing, it adds precious little other than 
what Thomas Huxley would have 
described as “the value of witness to the 
miraculous.” Actually, the content of 
this book is already available to physi- 
cians throughout the country, having 
been distributed gratis in the form of a 
brochure entitled: “Condensation of Ob- 
servations on Krebiozen in the Manage- 
ment of Cancer.” 

LEoniD S. SNEGIREFF 


The Future of Arid Lands—FEdited 
by Gilbert F. White. Washington, 
D. C.: American Association for the 
Advancement of Science (1515 Massa- 
chusetts Ave., N.W.), 1956. 464 pp. 
Price, $6.75, $5.75 to AAAS members. 
Early in 1955 scientists from 17 coun- 

tries met in New Mexico to participate 

in the International Arid Lands Meet- 
ings. Since roughly one-third of the 
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land surface of the globe has meager 
and undependable rainfall, with neces- 
sarily sparse vegetation, the discussions 
ranged over wide and significant topics. 
With the world’s population mounting 
at almost astronomical rates the search 
for food and the areas in which to pro- 
duce it has attracted the attention of 
many scientific disciplines. 

This volume records not only the 
problems of the arid lands but the 
speculations as to how the challenges 
which they offer might be most success- 
fully met. In general, the issues revolve 
primarily around how occupance in such 
areas may be increased and then perma- 
nently sustained. Water is naturally the 
major key to ultimate use. The answers 
then become varied and most complex, 
as the individual papers soon disclose. 

Introductions to problems posed in 
arid areas represent some 50 pages in 
this well edited document. These are 
followed by authoritative, though neces- 
sarily general, discussions on: (1) varia- 
bility and practicability of water supply; 
(2) better use of present resources; 
(3) prospects for additional water 
sources; and (4) better adaptation of 
plants and animals to arid conditions. 
The recommendations resulting from the 
conference represent the views of some 
71 participants. Eight pages of printed 
text list the fields needing extended ex- 
ploration, amplification, and research. 
They give dramatic emphasis to how 
much we have yet to learn, after cen- 
turies of struggle, before we may per- 
manently enjoy the latent fruits of the 
vast arid areas of the world. 

AspeL WoLMAN 
Socio-Economic Conditions and Tu- 
berculosis Prevalence in New 

York City—By Anthony M. Lowell. 

New York: New York Tuberculosis 

and Health Association (386 4th 

Ave.), 1956. Distribution limited. 

This report documents once more the 
association of tuberculosis prevalence 


with poor housing and inadequate in- 
come. Based upon tuberculosis death 
rates, new cases reported, and total cases 
known for the three-year period 1949- 
1951 morbidity and mortality are cor- 
related with various socioeconomic 
measures for each of the 30 health cen- 
ter districts of New York City, further 
subdivided into over 300 health areas. 
The socioeconomic indexes include 
median family income, crowding as 
measured by percentage of dwelling 
units reporting more than 1.5 persons 
per room, unemployment, and juvenile 
delinquency rates. Besides the tuber- 
culosis indexes for the three-year period 
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1949-1951, the number of cases on the 
tuberculosis register and the number of 
new cases are shown for each health 
area for each of the years 1949 through 
1954. 

This is probably the most complete 
report of its kind ever compiled. It con- 
tains an excellent analytical text, includ- 
ing an extensive review of the literature 
relating to environment factors and 
tuberculosis. Its primary usefulness, 
however, should be to provide a basis 
for further local action, both for the 
control of known cases of the disease, 
and for the improvement of the social 
environment. ELIZABETH PARKHURST 


Books Received 


Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


CHANGE AND DitemMa IN THE Nursinc Pro- 
FEssSION—Stupies OF Nursinc SERVICE IN A 
Larce Genera Hospirat. Edited by Leon- 
ard Reissman and John H. Rohrer. New 
York: Putnam’s, 1957. 450 pp. Price, $6.80. 

Dairy Microsrotocy. Edwin M. Foster. New 
York: Prentice Hall, 1957. 492 pp. Price, 
$5.65. 

Dance in PsycnotHeraPy. Elizabeth Rosen. 
New York: Columbia University, Bureau of 
Publications, 1957. 178 pp. Price, $4.50. 

DentaL Heattu Epucation. Frances A. Stoll. 
Philadelphia, Pa.: Lea & Febiger, 1957. 196 
pp. Price, $4.50. 

Dictionary oF Micropiococy. Morris B. 
Jacobs; Maurice J. Gerstein; and William 
G. Walter. New York: D. Van Nostrand, 
1957. 276 pp. Price, $6.75. 

Directory oF Camps 1957. Bradford Woods. 
Martinsville, Ind.: American Camping Asso- 
ciation, 1957. 249 pp. Price, $.50. 

Doctor, His PATIENT AND THE ILLNEss, THE. 
Michael Balint. New York: International 
Universities Press, 1957. 355 pp. Price, 
$7.50. 

Earty DeTecTION AND PREVENTION OF Dis- 


EASE, THE. John P. Hubbard. New York: 
McGraw-Hill, 1957. 350 pp. Price, $7.50. 

Easy Does Ir. A Procram For Betrer 
HeattH Loncer Lire. Harold J. 
Reilly. New York: Thomas Nelson, 1957. 
281 pp. Price, $3.95. 

Expectant Motuernoop. Nicholson J. East- 
man (3rd ed.). Boston, Mass.: Little, 
Brown, 1957. 198 pp. Price, $1.75. 

Guwe to Mepicat Writinc. A PRACTICAL 
MANUAL For Puysictans, Dentists, Nurses, 
Puarmacists. Henry A. Davison. New 
York: Ronald Press, 1957. 338 pp. Price, 
$5.00. 

HeattH 1n Panama. A SuRvEY AND A Pro- 
cram. I, S. Falk, consultant. Stonington, 
Conn.: I. S. Falk (RFD No. 1), 1957. 
429 pp. 

H.LP. Statistica, Report For THE YEAR 
1955. Division of Research and Statistics. 
New York: Health Insurance Plan of 
Greater New York, 1956. 16 pp. 

History or Nursinc Source Boox. Anne L. 
Austin. New York: Putnam’s, 1957. 480 
pp. Price, $7.50. 

How to Drive. Washington, D. C.; Ameri- 
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can Automobile Asseciation, 1957. 122 pp. 
Price, $1.00. 

Meat Hycrene. V. E. Albertsen, et al. World 
Health Organization Monograph Series No. 
33. New York: Columbia University Press, 
1957. 527 pp. Price, $10.00. 

Menicat Errects or THE Atomic Boms IN 
Japan. Division VIII Volume 8. Edited 
by Ashley W. Oughterson and Shields War- 
ren. New York: McGraw-Hill, 1956. 477 
pp. Price, $8.00. 

Nutrition Reviews. Volume 14, Numbers 
1-12, January—-December, 1956. New York: 
Nutrition Foundation, 1956. 391 pp. Price, 
$4.00. 

Practice or Dentat Pusiic Heartu, THe. 
Proceedings of the Fourth Workshop on 
Dental Public Health, April 2-6, 1956. Ann 
Arbor, Mich.: University of Michigan, Pub- 
lications Distribution Service, 1957. 198 
pp. Price, $3.00. 

Principtes FoR HeattHrut Rurat Housine. 
Committee on the Hygiene of Housing, 
APHA. New York: American Public Health 
Association, 1957. 29 pp. Price, $1.00. 

Prostems OF HuMAN ApJusTMENT. Lynde C. 
Steckl:. New York: Harper, 1957. 419 pp. 
Price, $5.00. 

Protoncep ILLNESS—ABSENTEEISM SUMMARY 
Report. Study of Prolonged Absences Due 
to Nonoccupational Disabilities Among Em- 
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ployed Persons in Private Nonagricultural 
Industries in the United States 1953-1956. 
By Research Council for Economic Security. 
Chicago, Ill.: Harshe-Rotman, 1957. Price, 
$10.00. 


Scuweitzer, Apert. THe Story or His 


Lire. Jean Pierhal. New York: Philo- 
sophical Library, 1957. 160 pp. Price, 
$3.00. 

Spinoza. Tue Roap to INNER FREEDOM. 


Edited and with an Introduction by Dago- 
bert D. Runes. New York: Philosophical 
Library, 1957. 215 pp. Price, $3.00. 

Teen-Acers AND ALCOHOL: A HANDBOOK FOR 
THE Epucator. Raymond G. McCarthy. 
New Haven, Conn.: Yale Center of Alcohol 
Studies, 1956. 188 pp. Price, $4.00. 

TREPONEMATOSES. BULLETIN OF THE WORLD 
HEALTH ORGANIZATION, 1956. 15, 863-1096. 
New York: Columbia University Press, 1956. 
Price, $2.00. 

Wuen Your Cup Is Int. Samuel Karelitz. 
New York: Simon and Schuster, 1957. 485 
pp. Price, $4.95. 

Your TeetH. A ror 
Edgar S. Bacon and C. Raymond Wells. 
New York: Dutton, 1957. 124 pp. Price, 
$2.50. 

Your Hearts anp Sarety. Jessie Williams 
Clemensen (4th ed.). New York: Harcourt, 
Brace, 1957. 576 pp. Price, $4.08. 


A Selected Public Health Bibliography 
with Annotations 


Improving Outlook—“This study 
clearly indicates that a considerable pro- 
portion of persons who have had mental 
disorders . . . are able to resume a fairly 
normal level of activity. . . . There is 
substantial warrant for a hopeful atti- 
tude toward rehabilitation of former 
mental patients. The needs in this field 
are far from being met, even though 
the outlook for recovery and rehabilita- 
tion has never been more favorable.” 


Anon. Prognosis After Recovery from Dis- 


ability Due to Mental Disorders. Statist. Bull. 
Metrop. Life Insur. Co. 38, 1:7 (Jan.), 1957. 


Also Good News—Last year was a 
good year for staying alive—if the an- 
nual comparison of death rates among 
the insureds of this company reflects the 
country’s experience as in the past it 
has. Cardiovascular-renal diseases ac- 
counted for somewhat over half the 
deaths. Cancer, responsible for more 


than a fifth, had a mortality rate higher 


A SELECTED PUBLIC HEALTH BIBLIOGRAPHY VOL. 47 


than in 1955. Communicable diseases 
continue their downward trend. 
Anon. Excellent Mortality Record for 1956. 


Statist. Bull. Metrop. Life Insur. Co., 38, 1:1 
(Jan.), 1957. 


Contemporary Medicine and 
Freud—This may not strictly be 
public health but you will find it enter- 
taining and stimulating reading. It will 
assay about 20 quotable passages to the 
page. Even if you have long since left 
clinical medicine behind and are profes- 
sionally far removed from mental hy- 
giene, you can find a quick excuse for 
devoting time to this paper because it 
touches, in passing, on psychosomatic 
disorders. 


Brncer, C. A. L. Freud and Medicine. New 
England J. Med. 256, 7:545 (Feb. 14), 1957. 


Profitable Health—‘“In its own in- 
terest industry must contribute to, and 
expect help from, the public health agen- 
cies.” Some of the reasons this assertion 
will become increasingly more cogent, 
as year follows year, are convincingly 
arrayed. 

Carver, H. N. New Challenges in the In- 


dustrial Era. Indust. Med. & Surg. 26, 2:84 
(Feb.), 1957. 


Good Reading—Three essays from 
a nonprofessional journal are enthusi- 
astically called to your wandering scien- 
tific attention. All can be drawn under 
the tent of public health—if they are 
stretched thin enough. The first deals 
with that inexplicable (to anyone over 
35 that is) custom of “going steady” 
and is from the mind and pen of the 
president of Amherst. Place this in 
your mental hygiene category. The 
second is concerned with the curious 
behavior of certain impure chemical 
substances that have revolutionized in- 
dustrial processes and this, of course, 
goes into your occupational hygiene 
pigeon hole. Finally, there is a search- 
ing scrutiny of social work. This paper 
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will infuriate all solid social workers, 
but its jibes at technical jargon will de- 
light all others. You'll have no trouble 
filing this one. 

Core, C. W. American Youth Goes Mo- 
nogamous (and two other rattling good 
papers). Harpers Magazine 214, 1282:29 
(Mar.), 1957. 


Ignorance Isn’t Blissful—When 
public health nurses and social workers 
hit it off none too smoothly one of the 
reasons may be that each fails to under- 
stand the other’s job. Five ways this 
situation may be improved are looked 
into. One suggestion is that inservice 
programs for both groups may help. 

Dunsar, C., et al. Social Workers Look 


at Public Health Nursing. Nursing Outleok 
5, 2:70 (Feb.), 1957. 


Statistics Become Vital—Progres- 
sive statistical divisions of health de- 
partments are no longer solely concerned 
with the collection and storing of records 
about life’s comings and goings. Re- 
ported upon here are the many special 
investigations that have contributed to 
the better understanding of community 
health problems and the improvement 
of practices involved in the solution of 
these vital matters. 

Ernarpt, C. L. Public Health Statistics in 
New York City on the Ninetieth Anniversary 


of the Board of Health. Milbank Mem. Fund 
Quart. 35, 1:29 (Jan.), 1957. 


Educating to Participate — De- 
scribed here is a course in dental health 
education offered to graduate nurse stu- 
dents who frankly admit their inadequate 
information in this area as well as their 
resulting inability to participate produc- 
tively in community programs. 

Hartan, H. R. Nursing in Dental Health 


Programs. Nursing Outlook 5, 2:80 (Feb.), 
1957. 


The People’s Teeth—Several timely 
papers cover the program for improv- 
ing dental health. A conference was 
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called to strengthen state councils and 
to develop working relations with health 
departments. It seems a good omen. 
Hittesranp, H. Dentistry’s Responsibility 
in the Changing Socioeconomic Pattern (and 


seven related papers). J. Am. Dent. A. 54, 
2:164 (Feb.), 1957. 


Pro and Con—‘“A drink before bed- 
time may break a vicious circle so that 
one need not take his troubles to bed. 
Similarly alcohol facilitates interper- 
sonal relationships and performs other 
valuable services. On the other hand, 
when alcohol is not taken as a temporary 
relief . . . the drinker invites further 
troubles. He is then on the road to 
chronic alcoholism and finally may be- 
come an addict. It is not alcohol but 
the way we use it that determines its 
value.” 


Hrmwica, H. E. The Physiology of Alcohol. 
J.A.M.A. 163, 7:545 (Feb. 16), 1957. 
Food Facts and Fallacies—This 


characteristically fine summary of ad- 
vances in current nutritional research 
has some useful words to say about those 
misleading news reports on cancer and 
food that emanated from the recent 
International Union Against Cancer held 


in Rome. You will want this antidote 
to the unfortunately widespread misin- 
formation. 

Kinc, C. G. New Findings in Nutrition 
Research. J. Am. Dietet. A. 33, 2:93 (Feb.), 
1957. 


A Canadian’s Prayer—I want a 
personal physician—a medical coun- 
selor for my family and me; he will be 
associated with specialists in group prac- 
tice; they will be attached to a medical 
center; their program will be oriented 
to preventive as well as curative care; 
that care will be on a prepaid basis; it 
will continue after 65; everyone will get 
similar protection; the plan will be 
nation-wide, but decentralized and demo- 
cratically administered. 
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Lamwtaw, A. The Place of Medical Cooper- 
atives in a Complete Health Plan. Canad. 
J. Pub. Health 48, 2:52 (Feb.), 1957. 


Public Business—This essay begins, 
“Too many teachers are blind to the 
fact that the school cannot be much 
better than the public opinion on which 
it rests.” The public minds its own 
business when it becomes concerned 
about its schools, he adds. Any pro- 
jective public health reader can readily 
substitute his department for “school” 
and thereby derive some stimulating 
ideas to try out. 


Laycock, S. R. How the School Can 
Obtain Community Understanding and Sup- 
port. Understanding the Child. 26, 1:20 
(Jan.), 1957. 


Tooth Saving Note—In working de- 
tail this paper tells how to apply stannous 
fluoride (before it turns to stannic 
fluoride) to children’s teeth. It is more 
effective as an anticariogenic agent than 
other fluorides for topical application, 
the author says. 


Muuter, J. G. 
Stannous Fluoride. 
(Mar.), 1957. 


Topical Applications of 
J. Am. Dent. A. 54, 3:352 


“They Also Serve”—The Milwau- 
kee Health Department finds that it can 
get all the volunteer services it can use. 
The paper tells how it makes its volun- 
teers happy and useful. 


Mutaney, G. Voluntary Services in an Of- 
ficial Agency. Nursing Outlook 5, 3:141 
(Mar.), 1957. 


People Are Only Human—Con- 
tented employees are more efficient and 
productive. What makes them con- 
tented or discontented is surveyed. 
Maybe the administrators of other agen- 
cies might get some useful ideas here. 


Pickens, M. E., and Taypacx, M. A Job 
Satisfaction Survey. Nursing Outlook 5, 3:157 
(Mar.), 1957. 


A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 


Major Nuisances—A first of five 
promising essays by members of the 
Conference of Municipal Public Health 
Engineers (meeting with the APHA at 
Atlantic City) deals with difficulties of 
sewage disposal in suburban and fringe 
areas. Future articles are to explore 
similar problems in municipalities. 
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of hospital care or contribute to the 
spread of infection, say the authors. 


Rosins, A. B., et al. The Drug Treatment 
of Nonhospitalized Patients with Tuberculosis. 
Am. Rev. Tuberc. 75, 1:41 (Jan.), 1957. 


We Don’t Knew Enough—More 
study is needed of the relationship of 


social factors and chronic diseases, with 
extended observation of population 
groups. Continuing studies of need for 
medical care and availability of medical 
services may prove the means for solv- 
ing some of the toughest problems of 
community health. 


Ricuarps, P. W. Coping with Suburban 
Sewage Disposal. Modern San. 9, 2:29 (Feb.), 
1957. 


Home Mercies—In New York City 
the drug treatment of nonhospitalized 
tuberculosis patients in outpatient clinics 
accomplished substantial results from 
both the clinical and public health points 
of view. It did not influence acceptance 


SpreceLMan, M. New Frontiers of Medical 
Statistics. Milbank Mem. Fund Quart. 35, 
1:48 (Jan.), 1957. 


If additional information is desired regarding the articles listed in this bibliography, please 
communicate directly with the publications in which they appeared; the addresses are furnished 
for your convenience. 


Am. Rev. Tuberc. (American Review of Tuberculosis), National Tuberculosis Association, 
1790 Broadway, New York 19, N. Y. 

Canad. J. Pub. Health (Canadian Journal! of Public Health), 150 College St., Toronto 5, 
Ont., Canada 

Harpers Magazine, 49 East 33rd St., New York, N. Y. 

Indust. Med. & Surg. (Industrial Medicine and Surgery), 605 N. Michigan Ave., 
Chicago 11, Il. 

J. Am. Dent. A. (Journal of the American Dental Association), 222 E. Superior St., 
Chicago, Ill. 

J. Am. Dietet. A. (Journal of the American Dietetic Association) , 620 N. Michigan Ave., 
Chicago, Ill. 

J.A.M.A. (Journal of the American Medical Association), 535 N. Dearborn St., Chicago, 
I. 

Milbank Mem. Fund Quart. (The Milbank Memorial Fund Quarterly), 40 Wall St., 
New York, N. Y. 

Modern San. (Modern Sanitation), 855 Avenue of the Americas, New York 1, N. Y. 

New England J. Med. (New England Journal of Medicine), Massachusetts Medical 
Society, 8 The Fenway, Boston 15, Mass. 

Nursing Outlook, American Journal of Nursing Company, 2 Park Ave., New York 16, N. Y. 

Statist. Bull. Metrop. Life Insur. Co. (Statistical Bulletin Metropolitan Life Insurance 
Company), One Madison Avenue, New York 10, N. Y. 

Understanding the Child (National Committee for Mental Hygiene), 10 Columbus 
Circle, New York, N. Y. 


Association News 


85th ANNUAL MEETING 
HOW TO MAKE HOTEL RESERVATIONS FOR THE CLEVELAND MEETING 


A HOUSING BUREAU will be operated by the Cleveland Convention Bureau 
for the 85th Annual Meeting of the APHA in Cleveland, Ohio, November 11-15. 
Since all requests for rooms will be handled in chronological order, you are urged 
to send in your reservation as quickly as possible on the form below. (See map and 
index of hotels on page 508) 


HOTELS HOLDING ROOMS FOR THE APHA AND RATES * 


Hotel i Twin Beds 
Auditorium Hotel, 1315 E. 6th St. $10.00-12.00 
Carter Hotel, Prospect and E. 9th St. A 9.50-14.25 
Cleveland Hotel, Public Square 10.50-20.00 
Hollenden Hotel, 610 Superior Ave. J 9.00-14.00T 
Manger Hotel, 1802 E. 13th St. 9.00-13.00 
Olmsted Hotel, Superior and E. 9th St. , ‘ 4 ‘ 8.50-11.00 
Statler Hotel, Euclid and E. 12th St. 11.00-18.50 


* Parlor Suites available in all these hotels. Rates on request. 
¢ Studios $14.00-30.00. 


HOTEL RESERVATION FORM 


MAIL TO: Mrs. Louise D. Perkins, Director 
Cleveland Housing Bureau, APHA (Date) 
511 Terminal Tower 
Cleveland 13, Ohio 


Please make the following reservation: Single rooms are very scarce; please ar- 
First Choice 272° for sharing if possible. 
Second Choice 
Third Choice 
Single room(s) for person(s). Rate $ 
Double Bedroom(s) for person(s). Rate $ 
Twin Bedroom(s) for person(s). Rate $ 


The names and addresses of all persons who will occupy the room(s) requested must be listed. 
Please be sure to indicate arrival and departure dates. 


Nore: You will receive confirmation direct from the hotel. 
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American Public Health Association 
COMMITTEES—1956-1957 


This committee list will serve as an 
index of the scientific and educational 
activities engaging the membership of 
the Association. 

A reorganization of committees has 
resulted from the recommendations 
contained in the Task Force Report, ap- 
proved by the Governing Council in 
1956. Three new Standing Committees 
are listed; the name and functions of an 
old Standing Committee have been 
changed; a Technical Development 


Board and eight Program Area Commit- 
tees appear for the first time. The 
Section committees follow the accus- 
tomed pattern. 

The members serving both on the 
continuing committees and on the newly 
oriented ones will continue to meet the 
challenges, posed by today’s advances 
and problems, as their numerous prede- 
cessors have done in the past, and for 
which they have justly merited the ap- 
preciation and esteem of the Association. 


ASSOCIATION COMMITTEES 


Committee (ad hoc) on Agency Mem- 
berships 
Milton Terris, M.D., Chairman, 24 High St., 
Buffalo, N. Y. 
Robert N. Barr, M.D. 
Pearl Bierman 
Joseph G. Molner, M.D. 
Dean W. Roberts, M.D. 


Committee on Resolutions 
(Committee to be appointed) 


Committee of Tellers 
Fred C. Baselt, C.E., Chairman, American 
Can Co., 100 Park Ave., New York 17, 
N. Y. 
Marjorie T. Bellows, M.S.P.H. 
Alvin R. Jacobsen, Ph.D. 


Editorial Board 

George Rosen, M.D., Chairman, 600 W. 
168th St., New York 32, N. Y. (1959) 

Reginald M. Atwater, M.D., Managing Edi- 
tor 

Martha L. Clifford, M.D. (1958) 

Howard W. Ennes, Jr., M.P.H. (1957) 

Edmund K. Kline, Dr.P.H. (1957) 

Granville W. Larimore, M.D. (1959) 

Raymond S. Patterson, Ph.D., Associate 
Editor 

Perry F. Prather, M.D. (1958) 

Abel Wolman, Dr.Eng., Editor 


Lasker Awards Committee 
Herman E. Hilleboe, M.D., Chairman, State 
Health Dept., Albany, N. Y. 


Leona Baumgartner, M.D. 
Henry Brill, M.D. 

Leroy E. Burney, M.D. 
George D. W. Cameron, M.D. 
G. Robert Coatney, Ph.D. 
Charles Glen King, Ph.D. 
John W. Knutson, D.D.S. 
H. M. Marvin, M.D. 

Currier McEwen, M.D. 
Malcolm H. Merrill, M.D. 
Harold A. Thomas, Jr., Sc.D. 
Harry M. Weaver, Ph.D. 


Nominating Committee for Association 
Officers and Executive Board Mem- 
bers 

Dwight F. Metzler, C.E., Chairman, State 
Board of Health, Topeka, Kans. 

Robert N. Barr, M.D. 

John W. Knutson, D.D.S. 

Lawrence J. Peterson, M.S.P.H. 

Pearl McIver, R.N. 


Nominating Committee for Elective 
Councilors 
George A. Silver, Chairman, Montefiore 
Hospital, Gunhill Road, New York 67, 
N. Y. 
Heinrich Brieger, 
Health Section 
Edward Davens, M.D., Maternal and Child 
Health Section 

Michael M. Davis, Ph.D., Medical Care 
Section 

Archibald S. Dean, M.D., Health Officers 
Section 


M.D., Occupational 
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Alice K. deBenneville, R.N., Public Health 
Nursing Section 

Franklin M. Foote, M.D., School Health 
Section 

Thomas L. Hagan, D.D.S., Dental Health 
Section 

J. V. Irons, Se.D., Laboratory Section 

Charlotte V. Leach, Public Health Educa- 
tion Section 

Elias J. Marsh, M.D., Mental Health Section 

William C. Reeves, Ph.D., Epidemiology 
Section 

Paul W. Shipley, Statistics Section 

Alice H. Smith, Food and Nutrition Section 

Earle W. Sudderth, Engineering and Sani- 
tation Section 


Program Committee 

Reginald M. Atwater, M.D., Chairman, 1790 
Broadway, New York 19, N. Y. 

William A. Brumfield, M.D. 
Duncan W. Clark, M.D. 
Robert E. Coker, Jr., M.D. 
Lewis J. Cralley, Ph.D. 
Thomas D. Dublin, M.D. 
Howard W. Ennes, Jr., M.P.H. 
Florence L. Fogle, R.N. 
Agnes Fuller, R.N. 
Donald J. Galagan, D.D.S. 
William C. Gibson, M.P.H. 
Robert D. Grove, Ph.D. 
Dean Halliday 
Albert V. Hardy, M.D. 
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Norma Johannis, M.P.H. 
Rema Lapouse, M.D. 
Morton L. Levin, M.D. 
S. S. Lifson, M.P.H. 
Herbert Notkin, M.D. 

J. Glen Smith, M.D. 
Helen M. Wallace, M.D. 
Helen E. Walsh 


Scientific Exhibits Committee 


S. S. Lifson, M.P.H., Chairman, 1790 Broad- 
way, New York 19, N. Y. 

William A. Allen 

Horace A. Brown 

Francis B. Elder, M.S.P.H. 

Arthur Kneerim 

Andie L. Knutson, Ph.D. 

Granville W. Larimore, M.D. 

Robert A. Lightburn 

Willimina R. Walsh 


Sedgwick Memorial Medal Committee 


William P. Shepard, M.D., Chairman, One 
Madison Ave., New York 10, N. Y. 

Philip E. Blackerby, Jr., D.D.S. 

Martha M. Eliot, M.D. 

Lenor S. Goerke, M.D. 

John W. Knutson, D.D.S. 

Hugh R. Leavell, M.D. 

Lucile P. Leone, R.N. 

Berwyn F. Mattison, M.D. 

Myron E. Wegman, M.D. 

John J. Wright, M.D. 


TECHNICAL DEVELOPMENT BOARD 


Martha M. Eliot, M.D., Chairman, 91 Washington Ave., Cambridge 40, Mass. (1959) 


Gaylord W. Anderson, M.D. (1958) 
Anna M. Fillmore, R.N. (1957) 

Roscoe P. Kandle, M.D. (1959) 
Blucher A. Poole (1958) 

Howard J. Shaughnessy, Ph.D. (1957) 


Also: (1) the chairmen ex officio of the Com- 


mittees on Evaluation and Standards, Pro- 
fessional Education, and Research Policy; 
(2) the chairmen of all eight Program Area 
Committees. 


Program Area Committees 


Accident Prevention 
A. L. Chapman, M.D., Chairman, Public 
Health Service, Washington 25, D. C. 
(Committee in process of formation) 


Child Health 
Samuel M. Wishik, M.D., Chairman, Uni- 
versity of Pittsburgh Graduate School of 
Public Health, Pittsburgh 13, Pa. 
Alice F. Brackett, R.N. (1957) 
Elizabeth K. Caso (1957) 


Jules V. Coleman, M.D. (1957) 
Elizabeth P. Rice (1957) 

Edward R. Schlesinger, M.D. (1957) 
George M. Stenhouse (1957) 

Helen M. Wallace, M.D. (1957) 
Gertrud Weiss, M.D. (1957) 


Apvisory Groups ON Speciric HANDICAPPING 
ConpDITIONS OF CHILDREN 
Emotional Disturbances 
Paul V. Lemkau, M.D., Chairman, Johns 


Hopkins University School of Hy- 
giene and Public Health, Baltimore 
5, Md. 

Lauretta Bender, M.D. 

Alice F. Brackett, R.N. 

Orville G. Brim, Ph.D. 

Stella Chess, M.D. 

Jules V. Coleman, M.D. 

Jessie Crampton 

James R. Dumpson 

William Goldfarb, M.D. 

Amy Louise Hunter, M.D. 

Alfred Kahn, D.S.W. 

Morris Krugman, Ph.D. 

Lawson G. Lowrey, M.D. 

James F. Maddux, M.D. 

Marie Louise Pareti, M.D. 

Marion Stranahan, M.D. 

Jean A. Thompson, M.D. 

Exie Elizabeth Welsch, M.D. 

Renee Zindwer, M.D. 

Samuel M. Wishik, M.D. (ex officio) 


Epilepsy 

Edward Davens, M.D., Co-Chairman, 
6141 Barroll Road, Baltimore 9, Md. 

William G. Lennox, M.D., Co-Chairman, 
300 Longwood Ave., Boston 15, Mass. 

Margaret Adams, R.N. 

Anne M. Bahlke, M.D. 

Ruth W. Baldwin, M.D. 

William F. Caveness, M.D. 

Dora Chao, M.D. 

William M. Cruickshank, Ph.D. 

Douglas T. Davidson, Jr., M.D. 

Louise F. Galvin, M.D. 

Frederic A. Gibbs, M.D. 

Harriot Hunter, M.D. 

George Levinrew, Ph.D. 

Ellen McNellis, M.D. 

Elizabeth P. Rice 

Ursula G. Sanders, M.D. 

Jean R. Stifler, M.D. 

Bernice Vennert, R.N. 

Samuel M. Wishik, M.D. (ex officio) 


Heart Disease and Rheumatic Fever 


John W. Ferree, M.D., Chairman, 44 E. 
23rd St., New York 10, N. Y. 

Marjorie T. Bellows 

Madelene Donnelly, M.D. 

John T. Fulton, D.D.S. 

Marcia Hays, M.D. 

Frederick J. Lewy, M.D. 

Rowland V. Rider, Sc.D. 

Edward R. Schlesinger, M.D. 

Louis Spekter, M.D. 

Samuel M. Wishik, M.D. (ex officio) 


Orthopedic 
Helen M. Wallace, M.D., Chairman, 
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University of Minnesota School of 
Public Health, Minneapolis 14, Minn. 

Marguerite Abbott, O.T.R. 

John F. Bell, M.D. 

Lucy Blair, R.N. 

Alice F. Brackett, R.N. 

Teresa Fallon, R.N. 

Maurice H. Fouracre, Ph.D. 

Willis C. Gorthy 

Herbert R. Kobes, M.D. 

Margaret A. Losty, R.N. 

H. Houston Merritt, M.D. 

W. E. Noblin, Jr., M.D. 

Robert Siffert, M.D. 

Lendon Snedeker, M.D. 

Theodate Soule 

Jerome Tobis, M.D. 

Samuel M. Wishik, M.D. (ex officio) 


Chronic Disease and Rehabilitation 
Lester Breslow, M.D., Chairman, 702 Hill- 
dale Ave., Berkeley, Calif. 
(Committee in process of formation) 


Environmental Health 
Dwight F. Metzler, C.E., Chairman, Univer- 
sity of Kansas, Lawrence, Kans. 
(Committee in process of formation) 


Medical Care Administration 

Dean A. Clark, M.D., Chairman, Massa- 
chusetts General Hospital, Boston 14, 
Mass. 

Lester Breslow, M.D. 

James Brindle 

Caldwell B. Esselstyn, M.D. 

I. S. Falk, Ph.D. 

George St. J. Perrott 

Jerome Preston 

Rufus Rorem, Ph.D. 

Milton Terris, M.D. 


Mental Health 
Ernest M. Gruenberg, M.D., Chairman, 404 
Riverside Drive, New York 25, N. Y. 
(Committee in process of formation) 


Public Health Administration 
Vlado A. Getting, M.D., Chairman, Univer- 
sity of Michigan School of Public Health, 
Ann Arbor, Mich. 
(Committee in process of formation) 


SuBCOMMITTEE ON CHEMICAL Poisons 
George M. Wheatley, M.D., Chairman, 
One Madison Ave., New York 10, N. Y. 
Erval H. Coffey, M.D. 
A. G. Cranch, M.D. 
Wayland J. Hayes, Jr., M.D. 
Irvin Kerlan, M.D. 
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Robert F. Korns, M.D. Staff: 
Robert B. Mellins, M.D. Edward Press, M.D., Staff Associate 
Jerome B. Trichter 
Justus C. Ward Radiological Health 
Daniel Bergsma, M.D., Chairman, State 
Consultant: House, Trenton, N. J. 
Frank Princi, M.D. (Committee in process of formation) 


STANDING COMMITTEES 


Committee on Affiliated Societies and Regional Branches 
Malcolm H. Merrill, M.D., Chairman, 2151 Berkeley Way, Berkeley 4, Calif. (1959) 
Henry E. Drumwright (1957) Ira V. Hiscock (1958) 

Carl L. Erhardt (1959) Robert W. Osborn (1957) 


William C. Gibson, M.P.H. (1958) Margaret F. Shackelford, M.D. (1958) 
Andrew Hedmeg, M.D. (1959) Wesley O. Young, D.M.D. (1957) 


Committee on Constitution and By-Laws 
Myron E. Wegman, M.D., Chairman, 1501 New Hampshire Ave., N.W., Washington 6, D. C. 
(1958) 
Norvin C. Kiefer, M.D. (1959) Mary E. Parker, R.N. (1958) 
Alexander D. Langmuir, M.D. (1957) George O. Pierce (1959) 
Berwyn F. Mattison, M.D. (1957) 


Committee on Eligibility 


John J. Wright, M.D., Chairman, University of North Carolina School of Hygiene and Public 
Health, Chapel Hill, N. C. (1957) 
Reginald M. Atwater, M.D., Secretary, 1790 Broadway, New York 19, N. Y. 


Stanley C. Best, M.D. (1957) Guy N. Magness, M.D. (1957) 
Maternal and Child Health School Health 

John H. Browe, M.D. (1958) Louis S. Reed, Ph.D. (1958) 
Food and Nutrition Medical Care 

Dohrman H. Byers (1958) Mabel Ross, M.D. (1957) 
Occupational Health Mental Health 

Pearl P. Coulter, R.N. (1957) James H. Steele, D.V.M. (1958) 
Public Health Nursing Epidemiology 

Harald M. Graning, M.D. (1957) Clarence I. Sterling (1958) 
Health Officers Engineering and Sanitation 

Clifford H. Greve, M.S.P.H. (1957) Daniel Widelock, Ph.D. (1958) 
Statistics Laboratory 

Ralph Kuhli, M.P.H. (1958) J. M. Wisan, D.D.S. (1958) 
Public Health Education Dental Health 


Committee on Evaluation and Standards 


Berwyn F. Mattison, M.D., Chairman, State Health Dept., Harrisburg, Pa. (1959) 
Reginald M. Atwater, M.D., Secretary, 1790 Broadway, New York 19, N. Y. 


Solomon J. Axelrod, M.D. (1957) Paul V. Lemkau, M.D. (1958) 

Theodore J. Bauer, M.D. (1958) Seward E. Miller, M.D. (1959) 

Edward M. Cohart, M.D. (1959) Walter J. Pelton, D.D.S. (1957) 

C. Howe Eller, M.D. (1959) Capt. Van C. Tipton, MC, USN (1957) 
Franklin M. Foote, M.D. (1957) Jerome B. Trichter (1957) 

Armand Frappier, M.D. (1958) 

Bernard G. Greenberg, Ph.D. (1959) Staff: 

Ferdinand R. Hassler, M.D. (1958) Francis B. Elder, M.S.P.H., Associate 
Robert F. Korns, M.D. (1958) Secretary 


Coordinating Committee on Laboratory 
Methods 

Ferdinand R. Hassler, M.D. (Lab.) —Chair- 
man, 3400 North Eastern, Oklahoma City, 
Okla. 

M. Thomas Bartram, Ph.D. (F. & N.) 

Howard L. Bodily, Ph.D. (Lab.) 

Lewis J. Cralley, Ph.D. (O.H.) 

Albert V. Hardy, M.D. (Lab.) 

Edmund K. Kline, Dr.P.H. (Lab.) 

Pearl L. Kendrick, Sc.D. (Lab.) 

Walter D. Tiedeman (Eng. & San.) 


Staff: 
Francis B. Elder, M.S.P.H., Associate 
Secretary 


SUBCOMMITTEE ON ANTIMICROBIAL ACENTS 
(DistNFECTANTS) 

Nicholas D. Duffett, Ph.D. (Lab.) —Chair- 
man, 32 Municipal Courts Bldg., St. 
Louis 3, Mo. 

Frank B. Engley, Jr., Ph.D. 

Floyd W. Hartmann, Sc.D. 

Keith H. Lewis, Ph.D. 


SuBcOoMMITTEE ON Diacnostic PRocepuRES 
AND REAGENTS 
Albert H. Harris, M.D. (Lab.)—Chair- 


man, State Dept. of Health Laboratory, 
Albany 1, N. Y. 

Howard L. Bodily, Ph.D. (Lab.) 

Evan T. Bynoe, Ph.D. (Lab.) 

Geoffrey Edsall, M.D. (Lab.) 

Ralph S. Muckenfuss, M.D. (Lab.) 


SuscoMMITTEE ON LasoraTorY EXAMINA- 

TION OF SHELLFISH 

Cornelius B. Kelly, Jr. (Lab.) —Chairman, 
Public Health Service, Box 1028, Pen- 
sacola, Fla. 

Kenneth R. Berquist (Lab.) 

Leon Buchbinder, Ph.D. (Lab.) 

Evan T. Bynoe, Ph.D. (Lab.) 

George H. Hauser, M.D. (Lab.) 

Joseph A. McCarthy (Lab.) 

Glenn G. Slocum, Ph.D. (F. & N.) 


SuBcoMMITTEE ON Lasoratory METHODS 
FoR DeTERMINING NuTRITIONAL STATUS 
William J. Darby, M.D., (F. & N.)— 
Chairman, Dept. of Biochemistry, Van- 
derbilt University, Nashville, Tenn. 
(Committee to be appointed) 


SuscoMMITTee ON Lasoratory METHODS 
FOR THE EXAMINATION OF AIR 

F. Wellington Gilcreas (Lab.)—Chair- 

man, University of Florida College of 
Engineering, Gainesville, Fla. 
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John C. Collins 

Blaine L. Glendening, Ph.D. 
Frederick H. Goldman, Ph.D. (0.H.) 
E. R. Hendrickson 

W. Wendell Hewson 

Morris B. Jacobs, Ph.D. (O.H.) 
Paul W. Kabler, M.D. (Lab.) 
James P. Lodge, Jr. 

Harold A. Whittaker (Eng. & San.) 


METHODS FOR THE 
EXAMINATION OF 


SUBCOMMITTEE ON 
MICROBIOLOGICAL 
Foops 

Harry E. Goresline, Ph.D. (F.&N.)— 
Chairman, 1819 W. Pershing Road, 
Chicago 9, Ill. 

M. Thomas Bartram, Ph.D. (F.&N.) 

James A. Berry (F.&N.) 

C. W. Bohrer 

Gail M. Dack, M.D. (Lab.) 

John H. Etchells, Ph.D. (F.&N.) 

F. W. Fabian, Ph.D. (F.&N.) 

Harlow H. Hall, Ph.D. (F.&N.) 

Matthew E. Highlands (F.&N.) 

Lloyd B. Jensen, Ph.D. (F.&N.) 

Cyril K. Johns, Ph.D. (Lab.) 

Charles F. Nivens, Ph.D. 

Carl S. Pederson, Ph.D. (F.&N.) 

Paul S. Prickett, Ph.D. (F.&N.) 

B. E. Proctor, Ph.D. (F.&N.) 

Archie H. Robertson, Ph.D. (Lab.) 
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Roscoe H. Goeke 
Robert E. Hunt 
Sidney Katz 
Lester A. Meis 
Kaarlo W. Nasi 
T. T. Quigley 


Committee on Food Sanitatien 
Tom S. Gable, Chairman, 604 City-County 
Bidg., Pittsburgh 19, Pa. 
Richard G. Bond 
Grant K. Borg 
Benjamin Buchalter 
M. B. Crabill, C.E. 
Thomas A. Ford, Jr. 
Jack Fritz 
Ferdinand A. Korff 
Jesse V. Lunsford 
W. C. Miller 
Bernard E. Proctor, Ph.D. 
A. A. Roth 
Raymond P. Summerlin 
Ralph L. Tarbett 
Jerome B. Trichter 
Ray B. Watts 


Committee on Hospital Facilities 
Donald L. Snow, Chairman, National Insti- 
tutes of Health, Bethesda, Md. 

Richard G. Bond 

Malcolm C. Hope 

Louva G. Lenert 

Vinson R. Oviatt 

Elmer C. Slagle 


Committee on Housing 
Emil A. Tiboni, Chairman, Room 630, City 
Hall Annex, Philadelphia 7, Pa. 
Monroe F. Brewer 
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Ross W. Buck 
Leonard J. Czarniecki 
Walter D. Hines 

Eugene L. Lehr, C.E. 
Wayne McKenna 

Charles G. K. Memory 
Dwight F. Metzler, C.E. 
Wilmer H. Schulze, Phar. D. 
Edward L. Stockton 

J. Wakefield 


Committee on Marine Food and Incrus- 


tacea 
Robert W. Brown, Chairman, State Health 
Dept., Baltimore 18, Md. 
Raymond E. Di Battista 
Leo Fox 
Joseph B. Glancy 
Clarence W. Klassen 
Thurlow C. Nelson, D.Sc. 
Charles E. Renn, Ph.D. 
Edwin L. Ruppert 
Leslie K. Sherman 
Harold Udell 
Edward Wright 


Committee on Membership and Fellow- 
ship 
Joel C. Beall, Chairman, 845 Hemlock St., 
Macon, Ga. 
Richard G. Bond 
J. Robert Cameron 
Lewis Dodson 
George H. Eagle 
Theodore J. Lafreniere, C.E. 
Benn J. Leland 
Robert G. McCall 
Harry E. Miller 
Eric W. Mood 
Robert E. Mytinger 
Carl C. Potter 
Frank M. Stead 
Harold C. Taylor 
Meredith H, Thompson, Dr. Eng. 
Arthur Wallach 


Committee on Nominations 


Charles L. Senn, Chairman, City Health 
Dept., 116 Temple St., Los Angeles 14, 


Calif. 
Harold S. Adams 
Roy J. Boston, C. E. 
William C. Gibson 


Committee on Radiological Health 


James G. Terrill, Jr., Chairman, Public 


Health Service, Washington 25, D. C. 
Reuben A. Baybarz 
O. M. Bizzell 
Marvin L. Granstrom, Ph.D. 
Emil C. Jensen 
Byron Keene 
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Francis W. Kittrell 
Alexander Rihm, Jr. 

John C. Soet 

Norman L. R. Tuckett, Jr. 


Committee on Rural Sanitation 

Joseph A. Salvato, Jr., Chairman, County 
Health Dept., 7th and State Sts., Troy, 

A. S. Best 

Harry R. Holzle 

Karl C. Fischer 

Edward G. Kilpatrick 

Robert W. Lamberton 

Louva G. Lenert 

Leland J. McCabe, Jr. 

Rafael Miranda-Franco 

Joseph W. Price 

James R. Simpson 

A. Dale Swisher 

R. J. Van Derwerker 

Harvey R. Wilke 


Committee on School Sanitation 
Edward L. Stockton, Chairman, Calhoun 
County Health Dept., Battle Creek, Mich. 
George H. Eagle 
John H. McCutchen 
Lawrence R. Moriarty 
Maurice A. Shapiro 


Committee on Sewage Disposal 

William T. Ballard, Chairman, P. O. Box 
268, Tyler, Tex. 

George G. Bogren 

Paul Bolton 

Morris M. Cohn, Sc.D. 

Edwin S. Crosby 

Arve H. Dahl 

Frank E. DeMartini 

Louis H. Dreier 

Chesley F. Garland, Dr. Eng. 

Henry C. Mitchell 

Henry J. Ongerth 

Harvey G. Rogers 

Burton A. Scheidt 

George E. Symons, Ph.D. 

Henry R. Thacker 

LeRoy VanKleeck 


Committee on Training (Joint with Con- 
ference of State Sanitary Engineers, 
Conference of Municipal Public Health 
Engineers, National Association of Sani- 
tarians, International Association of Milk 
and Food Sanitarians, Conference of 
State Directors of Training, Public 
Health Service, American Society of En- 
gineering Education) 


Harry E. Miller, Chairman, 109 S. Observa- 
tory St., Ann Arbor, Mich. 

Harold S. Adams 

Harry A. Bliss 

Herbert M. Bosch 

Leon A. Bradley, Ph.D. 

Emil T. Chanlett 

Gilbert H. Dunstan 

B. Russell Franklin 

James A. King, Jr. 

Karl M. Mason 

Edward L. Stockton 


SuBCOMMITTEE ON CONTINUED EpUCATION 
B. Russell Franklin, Chairman, Trevose 
Road, Philadelphia 16, Pa. 
Ralph C. Barnes 
Claude A. Bosworth 
Robert A. Bowman 
Olen C. Carter 
Emil T. Chanlett 
Larry J. Gordon 
Sam M. Houston, Ph.D. 
Howard Y. McClasky, Ph.D. 
William D. McIlvaine, Jr. 
Joseph F. O’Brien 
Meredith H. Thompson, Dr.Eng. 


SuBCOMMITTEE ON GRADUATE ACADEMIC 

EpUCATION 

Emil T. Chanlett, Chairman, University 
of North Carolina, Chapel Hill, N. C. 

Harold S. Adams 

Richard G. Bond 

Earnest Boyce, C.F. 

Leon A. Bradley, Ph.D. 

Frank A. Butrico 

Gilbert H. Dunstan 

Alfred H. Fletcher 

Ralph L. France 

Herbert H. Hasson 

John E. Kiker, Jr. 

Arthur P. Miller, C.E. 


SuBCOMMITTEE ON UNDERGRADUATE ACa- 

DEMIC EDUCATION 

A. Harry Bliss, Chairman, University of 
California, School of Public Health, 
Los Angeles 24, Calif. 

Frank A. Butrico 

William C. Chaplin 

Herbert J. Dunsmore 

Glen F. Hallman 

Donald H. Helgren 

Samuel H. Hopper, Ph.D. 

John E. Kiker, Jr. 

Walter S. Mangold 

Meredith H. Thompson, Dr. Eng. 


Committee on Water Supply 
E. A. Reinke, Chairman, 2190 Milvia St., 
Berkeley 4, Calif. 
Russell L. Culp 
Ray L. Derby 
George G. Fassnacht 
Raymond J. Faust 
William Gahr 
Clarence G. Golueke, Ph.D. 
Arnold E. Greenberg 
William R. Hardy 
Donald G. Larkin 
Harold L. Lautz 
Gilbert V. Levin 
Herbert H. Rogers 
Edward P. Sellner 
J. K. G. Silvey, Ph.D. 
John Vogt 


Joint Committee on Industrial Environ- 
ment 
Engineering and Sanitation Section 
Lt. Col. Alvin F. Meyer, Jr., USAF, MSC, 
Chairman, 1502 S. 94th St., Omaha 6, 
Neb. 
Robert Brown 
Keith A. Fitch 
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William T. Ingram 

Daniel F. McCarthy 

Jack C. Rogers 

Lt. Col. Marlo E. Smith, MC, USA 


Occupational Health Section 
Charles D. Yaffee, Vice-Chairman, 1014 
Broadway, Cincinnati 2, Ohio 
Clyde M. Berry, Ph.D. 
Harry E. Seifert, C. E. 
Fred S. Venable 


Joint Committee on Milk Sanitation 
Engineering and Sanitation Section 
Karl M. Mason, Chairman, State Health 
Dept., Harrisburg, Pa. 
Harold J. Barnum 
Edwin Ludewig 
Samuel I. Reed 
Harold B. Robinson 
H. L. Thomasson 
Harold Wainess 


Health Officers Section 
T. E. Cato, M.D. 
J. W. Erwin, M.D. 
Frank J. Hill, M.D. 


Food and Nutrition Section 


Committee on Advertising 
Mary Reeves, Chairman, 69 W. Washington 
St., Chicago 2, Ill. 
Adelia Beeuwkes 
Lois Burman Earl 
Mary E. White 


Committee on Chemicals Introduced in 
Foods 
Franklin C. Bing, Ph.D., Chairman, 30 N. 
LaSalle St., Chicago 2, Ill. 
F. C. Blanck, Ph.D. 
Olaf Mickelsen, Ph.D. 
Bernard L. Oser, Ph.D. 
Bernard E. Proctor, Ph.D. 
Glenn G. Slocum, Ph.D. 


Committee on Membership and Fellow- 
ship 
John H. Browe, M.D., Chairman, 84 Holland 
Ave., Albany 8, N. Y. 
Helmut C. Diehl 
Beth Duncan 
Lillian N. Fitz-Simmons 
Harry W. von Loesecke 


Committee on Nutrition Information 
Horace L. Sipple, Ph.D., Chairman, 99 Park 
Ave., New York 16, N. Y. 


Bertlyn Bosley, Ph.D. 
Paul J. Cardinal 
Marjorie Morrison 
Elmer M. Nelson, Ph.D. 
Fredrick J. Stare, M.D. 


Committee on Nutrition Practices 
Ruth E. Brennan, Chairman, 651 Brent- 
wood Blvd., Clayton 5, Mo. 
June Stein 


Elizabeth K. Caso 


Nominating Committee 
Alice H. Smith, Chairman, State Health 
Dept., Lansing 4, Mich. 
Virginia A. Beal 
H. E. O. Heineman 
Robert E. Oslon, M.D. 
Glenn G. Slocum, Ph.D. 


Resolutions Committee 

Ruth Huenemann, D.Sc., Chairman, Uni- 
versity of California School of Public 
Health, Berkeley, Calif. 

A. Hughes Bryan, M.D. 

David M. Hegstad, Ph.D. 

Bernard L. Oser, Ph.D. 

Evan Wheaton, Ph.D. 


‘ 
7 | 
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Committee to Recommend Candidates for 
Sedgwick Memorial Medal 
Henry F. Vaughan, Dr.P.H., Chairman, Uni- 
versity of Michigan School of Public 
Health, Ann Arbor, Mich. 
Robert E. Coker, Jr., M.D. 
Harold M. Erickson, M.D. 


Joint Committee on Milk Sanitation 
Engineering and Sanitation Section 
Karl M. Mason, Chairman, State Health 
Dept., Harrisburg, Pa. 
Harold J. Barnum 
Edwin Ludewig 
Samuel I. Reed 
Harold B. Robinson 
H. L. Thomasson 
Harold Wainess 


Committee on Evaluation of Performance 

Nell F. Hollinger, Ph.D., Chairman, Uni- 
versity of California School of Public 
Health, Berkeley 4, Calif. 

Rovelle H. Allen, M.D. 

Joel R. Cohen 

Elizabeth J. Cope 

George T. Lewis, Ph.D. 

Elizabeth I. Petran, Ph.D. 

Jean Puffer 

Daniel N. Weitzner 

Bernard Witlin, Sc.D. 


Committee on Examination of Eating 
Utensils 

F. Wellington Gilcreas, Chairman, pro tem, 
P. O. Box 2055, University P. O. Station, 
Gainesville, Fla. 

Luther A. Black, Ph.D. 

H. Gilbert Crecelius, Ph.D. 

Charles H. Drake, Ph.D. 

Walter D. Tiedeman 

Haskell S. Tubiash 

William G. Walter, Ph.D. 


Committee on Laboratory Accidents 
S. Edward Sulkin, Ph.D., Chairman, 5323 
Harry Hines Blvd., Dallas 19, Tex. 
Robert M. Pike, Ph.D. 
Morton Reitman, Ph.D. 
M. Michael Sigel, Ph.D. 


Committee on Laboratory Section Liaison 
Relationships 

Erwin Neter, M.D., Chairman, Children’s 

Hospital, Buffalo 9, N. Y. 
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Health Officers Section 


Laboratory Section 


Health Officers Section 
T. E. Cato, M.D. 
J. W. Erwin, M.D. 
Frank J. Hill, M.D. 


Sectional Committee on Professional 

Education 

William P. Richardson, M.D., Chairman, 
P. O. Box 758, Chapel Hill, N. C. 

Margaret W. Barnard, M.D. 

C. Howe Eller, M.D. 

Ben Freedman, M.D. 

Elmer L. Hill, M.D. 

Henry R. O’Brien, M.D. 

Vernon M. Winkle, M.D. 


George M. Cameron, Ph.D. 
L. E. Elkerton, M.D. 
Dwight M. Kuhns, M.D. 
Earl E. Long 

Carolyn Roth 

Morris Scherago, D.V.M. 
William D. Stovall, M.D. 


Committee on Laboratory Section Organ- 
ization 
Myrtle Greenfield, Chairman, 1812 Silver 
Ave., S.E., Albuquerque, N.M. 
Raymond E. Leach 
William Levin, Dr.P.H. 


Committee on Plan and Scope 
John F. Mahoney, M.D.,* Chairman, 125 
Worth St., New York, N. Y. 
Daniel Widelock, Ph.D., Co-Chairman, 125 
Worth St., New York, N. Y. 
(Members to be appointed.) 


* Deceased 


Committee on Procurement and Train- 
ing of Laboratory Workers 
Howard L. Bodily, Ph.D., Chairman, 50 
Rincon Road, Berkeley 7, Calif. 
George M. Cameron, Ph.D. 
Natale Colosi, Ph.D. 
Harry B. Harding, M.D. 
J. V. Irons, Sc.D. 
Mabel A. Myers, Ph.D. 
James E. Prier, D.V.M. 
Elizabeth D. Robinton, Ph.D. 
Morris Schaeffer, Ph.D. 
Alfred J. Weil, M.D. 
Harry F. Wilson, M.D. 


Committee on Research in Public Health 
Laboratories 
George D. Cummings, M.D., Chairman, 
State Health Dept., Lansing, Mich. 
George E. Foley, Sc.D. 
James Gibbard 
Harry B. Harding, M.D. 
Charles A. Hunter, Ph.D. 
J. V. Irons, Sc.D. 
Leonard Karel, Ph.D. 


Committee on Standardization of Re- 
agents 
Erwin Neter, M.D., Chairman, pro tem, 
Children’s Hospital, Buffalo 9, N. Y. 
James R. Copeland 
Paul Fugazzotto, Ph.D. 
Warfield Garson, M.D. 
Louis Gershenfeld, D.Sc. 
Joseph L. Hileman 
Frederick R. Kronenwett, Ph.D. 
Max Levine, Ph.D. 
Caroline E. Marquiss 
Nicholas A. Milone 
Nathan Nagle 
Elaine L. Updyke, Sc.D. 
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Committee on Staphylococcal Phage 


Typing 

Earle K. Borman, Chairman, P. O. Box 

2340, Hartford 1, Conn. 
Jean-Marc Desranleau 
John E. Blair, M.D. 
Howard L. Bodily, Ph.D. 
Evan T. Bynoe, Ph.D. 
Matthew H. Fusillo 
George Gee Jackson, M.D. 
Leslie P. Lansdown, M.D. 
Robert I. Wise, M.D. 


Nominating Committee 


Evan T. Bynoe, Ph.D., Chairman, 45 Spencer 
St., Ottawa, Ont., Canada 

Grace Eldering 

Irving Gordon, M.D. 

Albert V. Hardy, M.D. (ex officio) 

Earl J. Sunkes, Dr.P.H. 


Program Committee 


Albert V. Hardy, M.D., Chairman, State 
Board of Health, Jacksonville 1, Fla. 

Luther A. Black, Ph.D. 

Howard L. Bodily, Ph.D. 

James Gibbard 

F. Wellington Gilcreas 


Maternal and Child Health Section 


Committee on Food and Nutrition Project 
Pauline G. Stitt, M.D., Chairman, 55 Shat- 
tuck St., Boston 15, Mass. 
Evelyn E. Hartman, M.D. 
Margaret A. Losty, R.N. 


Committee on Hospital Care of Children 

Helen M. Wallace, M.D., Chairman, Univer- 
sity of Minnesota School of Public Health, 
Minneapolis 14, Minn. 

Herbert R. Kobes, M.D. 

Margaret A. Losty, R.N. 

Edward R. Schlesinger, M.D. 

Jean R. Stifler, M.D. 

William R. Stinger, M.D. 


Committee on Legislation 
Paul A. Harper, M.D., Chairman, 615 N. 
Wolfe St., Baltimore, Md. 
Martha M. Eliot, M.D. 
Jack Sabloff, M.D. 


Committee on Maternity Care 
Donaldson F. Rawlings, M.D., Chairman, 
2304 S. Pasfield St., Springfield, Il. 
Goldie B. Corneliuson, M.D. 


Leslie Corsa, Jr., M.D. 
Samuel B. Kirkwood, M.D. 
Martha A. O’Malley, M.D. 
Madeleine Y. Phaneuf, R.N. 


Committee on Recruitment 


Martha L. Clifford, M.D., Chairman, State 
Health Dept., Hartford, Conn. 

Madelene M. Donnelly, M.D. 

Ruth J. Raattama, M.D. 

Donald C. Smith, M.D. 

Samuel M. Wishik, M.D. 


Committee on Relationships Between 
Schools of Public Health and Ma- 
ternal and Child Health and Crip- 
pled Children Field Services 

R. Gerald Rice, M.D., Chairman, State 
Health Dept., Harrisburg, Pa. 

Sidney S. Chipman, M.D. 

Goldie B. Corneliuson, M.D. 

Leslie Corsa, Jr., M.D. 

Carlton Dean, M.D. 

Martha M. Eliot, M.D. 

Paul A. Harper, M.D. 

Marcia S. Hays, M.D. 
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Samuel B. Kirkwood, M.D. 
Herbert R. Kobes, M.D. 
Arthur Lesser, M.D. 
Abraham B. Rosenfield, M.D. 
Donald C. Smith, M.D. 

Jean R. Stifler, M.D. 

Helen M. Wallace, M.D. 
Samuel M. Wishik, M.D. 


Committee on Resuscitation of Newborn 
Edwin M. Gold, M.D., Chairman, 47 Plaza 
St., Brooklyn 17, N. Y. 
Samuel W. Dooley, M.D. 
D. Crosby Greene, M.D. 
Jean Pakter, M.D. 
John Whitridge, Jr., M.D. 
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Nominating Committee 
Goldie B. Corneliuson, M.D., Chairman, 
State Health Dept., Lansing 4, Mich. 
Paul A. Harper, M.D. 
Marie-Louise Pareti, M.D. 
Abraham B. Rosenfield, M.D. 
Helen M. Wallace, M.D. 


Program Committee 

Helen M. Wallace, M.D., Chairman, Uni- 
versity of Minnesota School of Public 
Health, Minneapolis 14, Minn. 

Marian M. Crane, M.D. 

Margot D. Hartmann, M.D. 

Frances C. Rothert, M.D. 

Alfred Yankauer, M.D. 


Medical Care Section 


Committee on Membership and Regional 
Meetings 
Lorin E. Kerr, M.D., Chairman, 907 15th 
St., N.W., Washington 5, D. C. 
Solomon J. Axelrod, M.D. 
Asa Barnes, M.D. 
Lester Breslow, M.D. 
Sterling B. Brinkley, M.D. 
Deane F. Brooke, M.D. 
Paul B. Cornely, M.D. 
George A. W. Currie, M.D. 
Edwin F. Daily, M.D. 
William A. Dorsey, M.D. 
Leslie A. Falk, M.D. 
John A. Ferrell, M.D. 
Henrietta Herbolsheimer, M.D. 
Allen N. Koplin, M.D. 
William Kosiak, M.D. 
William A. MacColl, M.D. 
Leonard S. Rosenfeld, M.D. 
Max Shain 
John D. Winebrenner, M.D. 
Alonzo S. Yerby, M.D. 
Samuel Zibit 


Joint Committee on Medical Care Im- 
plications of Workmen’s Compen- 
sation 

Medical Care Section 
Jerome Pollack, Secretary, 8000 E. Jef- 
ferson Ave., Detroit, Mich. 
Harold Aaron, M.D. 
Gordon H. Hatcher, M.D. 


Occupational Health Section 
Howard L. Reed, M.D., Chairman, R.D. 
3, Capitol Trail, Newark, Del. 
Herbert K. Abrams, M.D. 
Lester M. Petrie, M.D. 


Nominating Committee 
Pearl Bierman, Chairman, 5452 S. Cornell 
Ave., Chicago, 
Caldwell B. Esselstyn, M.D. 
Herbert Notkin, M.D. 
Barkev S. Sanders, Ph.D. 
E. Richard Weinerman, M.D. 


Mental Health Section 


Membership Committee 
Mabel Ross, M.D., Chairman, 11 W. 8lst 
St., New York 24, N. Y. 


Robert E. Thomas, M.D., Secretary 
Rema Lapouse, M.D. 


Occupational Health 


Committee on Appraisal of Industrial 
Health Services 
W. J. McConnell, M.D., Chairman, One 
Madison Ave., New York 10, N. Y. 
Marvin L. Amdur, M.D. 
Leonard S. Arling, M.D. 
James P. Hughes, M.D. 


J. Wister Meigs, M.D. 
Forest E. Rieke, M.D. 


Committee on Education 


Thomas F. Mancuso, M.D., Chairman, 1450 
Arlington Ave., Columbus 12, Ohio 
William M. Gafafer, D.Sc. 


Hedwig S. Kuhn, M.D. 
O. T. Mallory, Jr., M.D. 
Elmer P. Wheeler 


Committee on Inclusion of Occupational 
Health Activities by Local Health 
Departments 

Lester M. Petrie, M.D., Chairman, State 
Dept. of Public Health, Atlanta, Ga. 

William Clark, M.D. 

Gwen Dekle 

Robert A. Kehoe, M.D. 

Sherman S. Pinto, M.D. 

Fred S. Venable 


Committee on Membership 
Carl A. Nau, M.D., Chairman, University 
of Texas School of Medicine, Galveston, 
Tex. 
William H. Clark, M.D. 
Allan E. Dooley 
James W. Hammond 


Committee on Scope and Coordination 

Seward E. Miller, M.D., Chairman, Institute 
of Industrial Health, University of Michi- 
gan, Ann Arbor, Mich. 

Herbert K. Abrams, M.D. 

Herman J. Bennett, M.D. 

Daniel C. Braun, M.D. 

Major Gilbeart H. Collings, Jr.. MC, USA 

Henry N. Doyle 

Lewis W. Fetzer, Ph.D. 

Miriam Sachs, M.D. 

O. A. Sander, M.D. 

John C. Soet 


Ex Officio: 
Jan Lieben, M.D. 
Thomas M. Mancuso, M.D. 
W. J. McConnell, M.D. 
Lester M. Petrie, M.D. 
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Committee on Small Plant Health 


Programs 
Jan Lieben, M.D., Chairman, 1680 S. 


Cameron St., Harrisburg, Pa. 
Mabelle J. Markee, R.N. 
Joseph H. Gerber, M.D. 
Melvin M. Udel, M.D. 
Herbert T. Walworth 


Joint Committee on Industrial Environ- 
ment - 
Engineering and Sanitation Section 

Lt. Col. Alvin F. Meyer, Jr., USAF, MSC, 
Chairman, 1502 S. 94th St., Omaha 6, 
Neb. 

Robert Brown 

Keith A. Fitch 

William T. Ingram 

Daniel F. McCarthy 

Jack C. Rogers 

Lt. Col. Marlo E. Smith, MC, USA 


Occupational Health Section 
Charles D. Yaffe, Vice-Chairman, 1014 
Broadway, Cincinnati 2, Ohio 
Clyde M. Berry, Ph.D. 
Harry E. Seifert, C.E. 
Fred S. Venable 


Joint Committee on Medical Care Impli- 
cations of Workmen’s Compensation 
Medical Care Section 
Jerome Pollack, Secretary, 8000 E. Jef- 
ferson Ave., Detroit, Mich. 
Harold Aaron, M.D. 
Gordon H. Hatcher, M.D. 


Occupational Health Section 
Howard L. Reed, M.D., Chairman, R. D. 
3, Capitol Trail, Newark, Del. 
Herbert K. Abrams, M.D. 
Lester M. Petrie, M.D. 


Public Health Education Section 


Committee on Assistance to Public 
Libraries 
Alfred E. Kessler, Chairman, Room 335, 
615 N. Alabama St., Indianapolis, Ind. 


Committee on Evaluation of Health Edu- 
cation Practices 
Betty W. Bond, Ph.D., Chairman, 401 City 
Hall, Minneapolis 15, Minn. 


Committee on Health Education in the 
Medical Areas 
Irving S. Shapiro, Ph.D., Chairman, 2760 
Bronx Park E., Bronx 67, N. Y. 


Membership Committee 
Kathleen S. Boland, Chairman, State Health 
Dept., Albany, N. Y. 


Newsletter Committee 
Ben D. Kiningham, Jr., Chairman, 730 S. 
6th St., Springfield, IIL. 


Nominating Committee 
Mary Fitzgerald, Chairman, 532 Pleasant 
St., Holyoke, Mass. 


Program Evaluation Committee 
Charlotte V. Leach, Chairman, 1790 Broad- 
way, New York 19, N. Y. 
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Public Health Nursing Section 


Committee on Membership, Eligibility, Helene Bucker 
and Fellowship Dorine J. Loso, R.N. 
Kathleen M. Leahy, R.N., Chairman, Uni- Ann R. Pollock, R.N. 
versity of Washington School of Nursing, Marion W. Sheahan, R.N. 
Seattle 5, Wash. 
Ramona B. Hopkins, R.N. Committee on Section Affairs 
Bessie K. Littman, R.N. Bosse B. Randle, R.N., Chairman, 1053 
Edna L. Moore, R.N. Franklin Ave., Garden City, N. Y. 
Melvina F. Palmer, R.N. Isobel Black 
Jane B. Taylor, R.N. Anne Burns, R.N. 
L. Ann Conley, R.N. 
Committee on Nominations Helen L. Fisk, R.N. 
Zella Bryant, R.N., Chairman, 8512 Beaure- Rena Haig, R.N. 
gard St., Dallas, Tex. Dorothy N. Kelly 
Hazel V. Dudley, R.N. Mary B. Kneedler, R.N. 
Portia G. Irick, R.N. Mary E. Parker, R.N. 
Mildred L. Mouw Bernardine E. Striegel 
Eleanor E. Palmquist, R.N. Janet F. Walker 
Barbara Wilcox, R.N. 
Committee on Resolutions Alberta B. Wilson, R.N. 
M. Frances Frazier, R.N., Chairman, 525 Dorothy Wilson, R.N. 
West 120th St., New York 27, N. Y. 


School Health Section 


Committee on Evaluation of School Committee on Hearing Conservation 
Health Program (Joint with American C. Adele Brown, M.D., Chairman, 105 E. 
Association for Health, Physical Educa- 6th St., Oswego, N. Y. 
tion and Recreation, and American I. P. Barrett, M.D. 

School Health Association) Claire Brownsberger, M.D. 
John H. Shaw, Ed.D., Chairman, Syracuse Louis E. DiCarlo, M.D. 

University, Syracuse, N. Y. Mildred E. Doster, M.D. 
Ruth Abernathy, Ph.D. Thomas J. LePine 
Elizabeth S. Avery, Ph.D. Adfur E. Maines, M.D. 
William L. Eck Clarence D. O’Connor, M.D. 
Charles G. Fast Alfred Yankauer, M.D. 


Vlado A. Getting, M.D. F 
Arthur L. Harnett, Ed.D. Committee on Research 


Dora A. Hicks, Ed.D. Wesley M. Staton, Ed.D., Chairman, Wayne 
Austin E. Hill, M.D. University, Detroit 1, Mich. 
Sewall O. Milliken Carl L. Anderson, Dr.P.H. 
Charles Ri d illiam Cresswell, Ed.D. 
arles Richardson Alan Foord, M.D. 
Jessie H. Haag, Ed.D. 
Committee on Health Instruction S. Ed.D. 
Mary E. Spencer, Ph.D., Chairman, 511 Leslie W. Irwin, PhD. 
Pleasani St., Malden, Mass. Hollis M. Leverett 
Lillian B. Davis, Sc.D. J. Keogh Rash, H.S.D. 
Mercedes Gugisberg Elena M. Sliepcevich, D.P.E. 
Marian V. Hamburg, Ed.D. Carl Willgoose, Ed.D. 
Nina B. Lamkin ° 


Mary B. Rappapo-t, R.N. Committee on Research Aspects of Com- 
Elsa Schneider petitive Athletics for Children and 
Helen M. Starr, Ph.D. Youth 

Harold H. Walker, Ph.D. J. Roswell Gallagher, M.D., Chairman, 300 
Lloyd E. Webster Longwood Ave., Boston, Mass. 

Marjorie A. C. Young, Dr.P.H. (Members to be appointed.) 


Committee on Rural Health Services 
Mrs. Jennelle V. Moorhead, Chairman, Uni- 
versity of Oregon, Eugene, Ore. 
Blanche Armstrong 
I. L. Ferguson, Ph.D. 
Eugene H. Guthrie, M.D. 
Charles C. Hawkins, Ph.D. 
Harold H. Mitchell, M.D. 
Perry Sandell 
Helen L. Walker 


Editorial Committee 
Patricia J. Hill, Chairman, 1862 Bidwell 
Way, Sacramento, Calif. 
Guy N. Magness, M.D. 
J. Keogh Rash, H.S.D. 
John L. Reichert, M.D. 
Sara L. Smith, Ed.D. 
Warren H. Southworth, Dr.P.H. 
Wilfred C. Sutton, Ed.D. 


Fifteenth Anniversary Committee 
Florence Fogle, R.N., Chairman, Room 8, 
University School, Columbus 10, Ohio 
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Florence M. Hellman 
Dorothy M. La Salle, Ed.D. 
Elizabeth McHosse, Ed.D. 


Membership Committee 
Marjorie L. Craig, Chairman, One Madison 
Ave., New York 10, N. Y. 
Edward J. Dvorak 
Isidore H. Goldberger, M.D. 
Florence M. Hellman 


Warren H. Southworth, Dr.P.H. 


Nominations Committee 

Franklin M. Foote, M.D., Chairman, 1790 
Broadway, New York 19, N. Y. 

Wesley P. Cushman, D.Ed. 
Dora A. Hicks, Ed.D. 
H. F. Kilander, Ph.D. 
Guy N. Magness, M.D. 
George M. Wheatley, M.D. 
Charles C. Wilson, M.D. 
C. Morley Sellery, M.D. 
Warren H. Southworth, Dr.P.H. 


Statistics Section 


Committee on Cooperation with Medical 
Record Librarians 
Marta Fraenkel, M.D., Chairman, 125 Worth 
St., New York 13, N. Y. 
Ann Dillon 
Vivian P. Holland 
W. L. Lourie, Jr. 
Oswald K. Sagen, Ph.D. 
Irving R. Vaughn 
M. Loyola Voelker 


Committee on Medical Certification of 

Causes of Death 

Mortimer Spiegelman, Chairman, 
Madison Ave., New York 10, N. Y. 

Marjorie T. Bellows 

Carl L. Erhardt 

Robert J. Keehn 

Iwao M. Moriyama, Ph.D. 


One 


Elizabeth Parkhurst 
A. Hardisty Sellers, M.D. 


Committee on Membership and Directory 

Anthony M. Lowell, Chairman, New York 
Tuberculosis and Health Association, 386 
Fourth Ave., New York 16, N. Y. 

Thomas W. Chamberlain 

Irving D. Goldberg 

Carl J. Heisser 

Margaret F. Shackelford 

Paul W. Shipley 

Everett H. Williams, Jr. 


Nominations Committee 
Ann Dillon, Chairman, 2420 Garland Ave., 
Nashville 5, Tenn. 
William M. Haenszel 
Alan E. Treloar, Ph.D. 


SECTION COUNCILS 
1956-1957 


Dental Health Section 
(Organized 1943) 
Robert A. Downs, D.D.S., Chairman, 1235 S. 
Downing, Denver, Colo. 
John E. Chrietzberg, D.D.S., Vice-Chairman, 
Dept. of Public Health, Atlanta, Ga. 
Donald J. Galagan, D.D.S., Secretary, Public 


Health Service, 4th and C Sts., Washington 
25, D. C. 

John T. Fulton, D.D.S. (1961) 

Philip E. Blackerby, Jr., D.D.S. (1960) 

Polly Ayers, D.D.S. (1959) 

Thomas L. Hagan, D.D.S. (1958) 

Thomas W. Clune, D.M.D. (1957) 
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Engineering and Sanitation Section 
(Organized 1911) 


Morton S. Hilbert, C.E., Chairman, 23730 
Fordson, Dearborn, Mich. 

Mark D. Hollis, C.E., Vice-Chairman, Public 
Health Service, Washington 25, D. C. 

William C. Gibson, M.P.H., Secretary, Uni- 
versity of Michigan School of Public Health, 
Ann Arbor, Mich. 

Jerome B. Trichter (1961) 

Herbert M. Bosch (1960) 

Paul W. Purdom (1959) 

Albert E. Berry, Ph.D. (1958) 

Herbert J. Dunsmore (1957) 


Epidemiology Section 
(Organized 1929) 


Wendell R. Ames, M.D., Chairman, Dept. of 
Health, 44 Marshall St., Rochester, N. Y. 
E. Gurney Clark, M.D., Vice-Chairman, Co- 
lumbia University School of Public Health, 

600 W. 168th St., New York, N. Y. 

Thomas D. Dublin, M.D., Secretary, 4109 
Rosemary St., Chevy Chase, Md. 

John P. Fox, M.D. (1961) 

James Watt, M.D. (1960) 

Philip E. Sartwell, M.D. (1959) 

Ross L. Gauld, M.B. (1958) 

Clayton G. Loosli, M.D. (1957) 


Food and Nutrition Section 
(Organized 1917) 


Robert E. Shank, M.D., Chairman, 4 Garden 
Lane, Kirkwood, Mo. 

Frederick C. Baselt, Vice-Chairman, American 
Can Co., 100 Park Ave., New York, N. Y. 
Helen E. Walsh, Secretary, 2151 Berkeley 

Way, Berkeley, Calif. 
Fredrick J. Stare, M.D. (1961) 
William J. Darby, M.D. (1960) 
Robert C. Hockett, Ph.D. (1959) 
M. Thomas Bartram, Ph.D. (1958) 
Catherine M. Leamy (1957) 


Health Officers Section 
(Organized 1908) 


Robert N. Barr, M.D., Chairman, 1912 E. 
River Terrace, Minneapolis, Minn. 

Emil E. Palmquist, M.D., Vice-Chairman, 
Dept. of Public Health, 2121 McKinley 
Ave., Berkeley, Calif. 

Robert E. Coker, Jr., M.D., Secretary, Univer- 
sity of North Carolina School of Public 
Health, Chapel Hill, N. C. 

Daniel Bergsma, M.D. (1961) 

J. W. R. Norton, M.D. (1960) 

Edwin H. Jorris, M.D. (1959) 

George James, M.D. (1958) 

Henry A. Holle, M.D. (1957) 
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Laboratory Section 
(Organized 1899) 


Morris F. Shaffer, D.Phil., Chairman, Tulane 
School of Medicine, New Orleans, La. 

Howard L. Bodily, Ph.D., Vice-Chairman, 50 
Rincon Road, Berkeley, Calif. 

Albert V. Hardy, M.D., Secretary, State Board 
of Health, Jacksonville, Fla. 

Dwight M. Kuhns, M.D. (1961) 

S. Edward Sulkin, Ph.D. (1960) 

Myrtle Greenfield (1959) 

Albert H. Harris, M.D. (1958) 

John T. Tripp, Ph.D. (1957) 


Maternal and Child Health Section 
(Organized 1921) 


R. Gerald Rice, M.D., Chairman, State Health 
Dept., Harrisburg, Pa. 

Alfred Yankauer, M.D., Vice-Chairman, Bu- 
reau of Maternal and Child Health, State 
Health Dept., Albany, N. Y. 

Helen M. Wallace, M.D., Secretary, University 
of Minnesota School of Public Health, Min- 
neapolis, Minn. 

Katherine Bain, M.D. (1961) 

Donaldson F. Rawlings, M.D. (1960) 

Samuel M. Wishik, M.D. (1959) 

Viola Russell, M.D. (1958) 

Frances C. Rothert, M.D. (1957) 


Medical Care Section 
(Organized 1948) 


Milton I. Roemer, M.D., Chairman, 4 Poman- 
der Walk, Teaneck, N. J. 

Lucille M. Smith, Vice-Chairman, 2012 Holly 
Lane, Holmes Run Acres, Falls Church, Va. 

Herbert Notkin, M.D., Secretary, 318 N. Clin- 
ton, Syracuse, N. Y. 

Isidore S. Falk, Ph.D. (1961) 

Margaret C. Klem (1960) 

Milton Terris, M.D. (1959) 

Henry B. Makover, M.D. (1958) 

Elizabeth P. Rice (1957) 


Mental Health Section 
(Organized 1955) 


Paul V. Lemkau, M.D., Chairman, 93 Worth 
St., New York, N. Y. 

Robert H. Felix, M.D., Vice-Chairman, Na- 
tional Institutes of Health, Bethesda, Md. 
Rema Lapouse, M.D., Secretary, 111 Irving 

Terrace, Kenmore, N. Y. 
Harold C. Miles, M.D. (1961) 
Ruth E. Simonson, R.N. (1960) 
Benjamin Pasamanick, M.D. (1959) 
Ernest M. Gruenberg, M.D. (1958) 
Morton Kramer, D.Sc. (1957) 


Occupational Health Section 
(Organized 1914) 


Robert H. Flinn, M.D., Chairman, Dept. of 
Interior, Bureau of Mines, Room 4063, 
Washington, D. C. 

Herbert T. Walworth, Vice-Chairman, Lumber- 
men’s Mutual Casualty Co., Mutual Insur- 
ance Bldg., Chicago, Ill. 

Lewis J. Cralley, Ph.D., Secretary, Public 
Health Service, 1014 Broadway, Cincinnati, 
Ohio. 

Clyde M. Berry, Ph.D. (1961) 

Carl A. Nau, M.D. (1960) 

Warren A. Cook (1959) 

O. A. Sander, M.D. (1958) 

Frank A. Patty (1957) 


Public Health Education Section 
(Organized 1922) 


Robert O. Yoho, Chairman, 4967 W. 14th St., 
Indianapolis, Ind. 

Ralph H. Boatman, Jr., Ph.D., Vice-Chairman, 
1412 W. Washington Blvd., Chicago, Ill. 

Norma Johannis, Secretary, 1422 Grant St., 
Denver, Colo. 

Alfred E. Kessler (1961) 

Hugh R. Leavell, M.D. (1960) 

Cecilia C. Conrath (1959) 

Mary F. Arnold (1958) 

Ruth Sumner, Ph.D. (1957) 


Public Health Nursing Section 
(Organized 1923) 


Julia D. Smith, R.N., Chairman, University 
of North Carolina School of Nursing, Chapel 
Hill, N. C. 

Kathleen M. Leahy, R.N., Vice-Chairman, Uni- 
versity of Washington School of Nursing, 
Seattle, Wash. 
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Agnes L. Fuller, R.N., Secretary, Dept. of 
Health, Education, and Welfare, 42 Broad- 
way, New York, N. Y. 

Marion I. Murphy, R.N. (1961) 

Pearl Shalit, R.N. (1960) 

Patricia Walsh, R.N. (1959) 

Margaret B. Dolan, R.N. (1958) 

Margaret L. Shetland, R.N. (1957) 


School Health Section 
(Organized 1942) 


Edward B. Johns, Ed.D., Chairman, 405 
Hilgaide Ave., Los Angeles, Calif. 

Elena Sliepcevich, D.P.E., Vice-Chairman, 
Ohio State University, Pomrene Hall, Room 
305, Columbus, Ohio 

Florence L. Fogle, R.N., Secretary, 8 Univer- 
sity School, Ohio State University, Colum- 
bus, Ohio 

Wesley P. Cushman, D.Ed. (1961) 

Mary E. Spencer, Ph.D. (1960) 

Marjorie L. Craig (1959) 

John H. Shaw, Ed.D. (1958) 

Fred V. Hein, Ph.D. (1957) 


Statistics Section 
(Organized 1908) 


Bernard G. Greenberg, Ph.D., Chairman, Uni- 
versity of North Carolina School of Public 
Health, Chapel Hill, N. C. 

Howard West, Vice-Chairman, 1224 Stafford 
Road, Alexandria, Va. 

Robert D. Grove, Ph.D., Secretary, 2114 N. 
Powhatan St., Arlington, Va. 

Margaret F. Shackelford (1961) 

Fay M. Hemphill, Ph.D. (1960) 

Mortimer Spiegelman (1959) 

A. Hardisty Sellers, M.D. (1958) 

Theodore D. Woolsey (1957) 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
GOVERNING COUNCIL 


OFFICERS 1956-1957 

President, John W. Knutson, D.D.S, Wash- 
ington, D. C. 

President- ey Roy J. Morton, C.E., Oak 
Ridge, Tenn. 

Vice-President, Miguel E. Bustamante, MD. 
Mexico, D.F., Mexico 

Vice-President, Morley R. Elliott, M.D., Win- 
nipeg, Man., Canada 

Fred T. Foard, M.D., Raleigh, 


Treasurer, aren Glen King, Ph.D., New 
York, N. Y. 

Chairman of Executive Board, Lawrence J. 
Peterson, M.S.P.H., Boise, Idaho 

Executive Secretary, Reginald M. Atwater, 
M.D., New York, N. Y. 


EXECUTIVE BOARD 

Chairman, Lawrence J. Peterson, M.S.P.H., 
Boise, Idaho (1959) 

George A. Denison, M.D., Birmingham, Ala. 
(1957) 

Thomas R. Hood, M.D., Topeka, Kans. (1958) 

Charles Glen King, Ph.D., New York, N. Y. 
(Treasurer) 

John W. Knutson, D.D.S., Washington, D. C. 
(President) 

Roy J. Morton, C.E., Oak Ridge, Tenn. (Presi- 
dent-Elect) 

John D. Porterfield, M.D., Washington, D. C. 
(1959) 

Marion W. Sheahan, R.N., New York, N. Y. 
(1957) 


Ernest L. Stebbins, M.D., Baltimore, Md. 
(1958) 


ELECTIVE COUNCILORS 


Terms Expiring 1957 


Lester Breslow, M.D., Berkeley, Calif. 
William A. Brumfield, Jr., M.D., White Plains, 


N. Y. 
George D. W. Cameron, M.D., Ottawa, Ont., 
Canada 
Selwyn D. Collins, Ph.D., Washington, D. C. 
Warren A. Cook, Ann Arbor, Mich. 
Mayhew Derryberry, Ph.D., Washington, D. C. 


James Gibbard, M.S., Ottawa, Ont., Canada 
Ann W. Haynes, M.P.H., Berkeley, Calif. 
Norman Jolliffe, M.D., New York, N. Y. 
ae Petry Leone, RN., M.A., Washington, 


Lucy S. Morgan, Ph.D., Chapel Hill, N. C. 
Charles E. Smith, M.D., Berkeley, Calif. 
Samuel M. Wishik, M.D., Pittsburgh, Pa. 
Jacob Yerushalmy, Ph.D., Berkeley, Calif. 


Terms Expiring 1958 
George Baehr, M.D., New York, N. Y. 
Robert A. Kehoe, M.D., Cincinnati, Ohio 
Paul A. Lembeke, M.D., Baltimore, Md. 


Mac H. McCrady, D.Sc., Montreal, Que., 
Canada 

Pearl McIver, R.N., Washington, D. C. 

Dorothy B. Nyswander, Ph.D., Berkeley, Calif. 

Beryl J. Roberts, Dr.P.H., Boston, Mass. 

Edward S. Rogers, M.D., Berkeley, Calif. 

Charles L. Senn, Los Angeles, Calif. 

Fredrick J. Stare, M.D., Boston, Mass. 

Franklin H. Top, M.D., Iowa City, Iowa 

Charles C. Wilson, M.D., New Haven, Conn, 


Terms Expiring 1959 
Justin M. Andrews, Sc.D., Washington, D. C. 
Margaret G. Arnstein, R.N., Washington, D. C. 
Herbert M. Bosch, M.P.H., Minneapolis, Mina. 
Sidney S. Chipman, M.D., Chapel Hill, N. C. 
Dean A. Clark, M.D., Boston, Mass. 
John W. Cronin, M.D., Chevy Chase, Md. 
William J. Darby, M.D., Nashville, Tenn. 
John H. Dingle, M.D., Cleveland, Ohio 
Geoffrey Edsall, M.D., Washington, D. C. 
William W. Frye, M.D., New Orleans, La. 
Marion I. Murphy, R.N., Minneapolis, Minn. 
Georgia B. Perkins, M.D., Denver, Colo. 
John J. Phair, M.D., Cincinnati, Ohio 
M. Allen Pond, M.P.H., Washington, D. C. 
Howard J. Shaughnessy, Ph.D., Chicago, DL 
Dorothy Wilson, Ed.D., New Haven, Conn. 


CHAIRMEN OF STANDING 
COMMITTEES 
Affiliated Societies 
H. Merrill, 


and 
M.D., 


Committee on 
Branches—Malcolm 
Berkeley, Calif. 

Committee on Constitution and By-Laws— 
Myron E. Wegman, M.D., Washington, D. C. 

Committee on Eligibility—John i Wright, 
M.D., Chapel Hill, N. C. 

Committee on Evaluation and Standards— 
Berwyn F. Mattison, M.D., Harrisburg, Pa. 

Committee on Professional Education—Philip 
E. Blackerby, Jr., D.D.S., Battle Creek, Mich. 

Committee on Public Policy and Legislation— 
Clarence W. Klassen, Springfield, Ill. 

Committee on Research Policy—Thomas D. 
Dublin, M.D., Bethesda, Md. 

Committee on Technical Development Board— 
Martha M. Eliot, M.D., Cambridge, Mass. 


SECTION OFFICERS 1957 
Dental Health 


Chm., Robert A. Downs, D.D.S., Denver, Cole. 

Vice- Chm., John E. Chrietzberg, D.D.S., At- 
lanta, Ge. 

J. Galagan, D.D.S., Washington, 


Engineering and Sanitation 
Cm S. Hilbert, C.E., Dearborn, 
ich. 
— Mark D. Hollis, C.E., Washington, 


Secy., William C. Gibson, Ann Arbor, Mich. 


656 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
GOVERNING COUNCIL—Cont. 


Epidemiology 
R. Ames, M.D., Rochester, 


N 
o-- E. Gurney Clark, M.D., New York, 
oe, Thomas D. Dublin, M.D., Chevy Chase, 


Food and Nutrition 
Chm., Robert E. Shank, M.D., Kirkwood, Mo. 


Frederick C. Baselt, New York, 
Secy., Helen E. Walsh, Berkeley, Calif. 


Health Officers 
Chm., Robert N. Barr, M.D., Minneapolis, 


Minn. 
— Emil E. Palmquist, M.D., Berkeley, 
E. Coker, Jr., M.D., Chapel Hill, 


Council: 
Daniel Bergsma, M.D., Trenton, N. J. 
J. W. R. Norton, M.D., Raleigh, N. C. 
Edwin H. Jorris, M.D., Madison, Wis. 
George James, M.D., New York, N. Y. 
Henry A. Holle, M.D., Austin, Tex. 


Laboratory 
a=. Morris F. Shaffer, D.Phil., New Orleans, 
—e Howard L. Bodily, Ph.D., Berkeley, 
Secy., Albert V. Hardy, M.D., Jacksonville, Fla. 


Maternal and Child Health 


Chm., R. Gerald Rice, M.D., Harrisburg, Pa. 
Vice-Chm., Alfred Yankauer, M.D., Albany, 


N. Y. 
Secy., Helen M. Wallace, M.D., Minneapolis, 


nn. 


Medical Care 


Chm., Milton I. Roemer, M.D., Teaneck, N. J. 
Vice-Chm., Lucille M. Smith, Falls Church, 


Va. 
Secy., Herbert Notkin, M.D., Syracuse, N. Y. 


Mental Health 


Chm., Paul V. Lemkau, M.D., New York, N. Y. 
Vice Chm. Robert H. Felix, M.D., Bethesda, 


= Rema Lapouse, M.D., Kenmore, N. Y. 
Occupational Health 
Robert H. Flinn, M.D., Washington, 


Herbert T. Walworth, Chicago, 
Secy., Lewis J. Cralley, Ph.D., Cincinatti, Ohio 
Public Health Education 

Chm., Robert O. Yoho, Indianapolis, Ind. 

Vice-Chm., Sa H. Boatman, Jr., Ph.D., 
Chicago, Il 

Secy., Norma Johannis, Denver, Colo. 


Public Health Nursing 
Chm., Julia D. Smith, R.N., Chapel Hill, N. C. 
Vee -Chm., Kathleen M. Leahy, R.N., Seattle, 


Secy., 8S L. Fuller, R.N., New York, N. Y. 


School Health 
Can, Phat B. Johns, Ed.D., Los Angeles, 
alif. 
Vice-Chm., Elena Sliepcevich, D.P.E., Colum- 
bus, Ohio 
Secy., Florence L. Fogle, R.N., Columbus, 


Ohio 
Statistics 
om ened G. Greenberg, Ph.D., Chapel 


Vice-Chm., Howard West, Alexandria, Va. 
Secy., Robert D. Grove, Ph.D., Arlington, Va. 


of Affiliated Societies 
and Branches 
Arizona—Lynn J. Lull. M.D. 
Arkansas—A. M. Washburn, M.D. 
California, Northern—David Frost, M.D. 
California, Southern—Lenor S. Goerke, M.D. 
Colorado—J. Robert Cameron, M.P.H. 
Connecticut—Eric W. Mood 
Cuba—Guillermo Lage, M.D. 
Florida—Wilson T. Sowder, M.D. 
Georgia—Ernest G. Eggert 
Idaho—Lawrence J. Peterson, M.S.P.H. 
Illinois—Leroy L. Fatherree, M.D 
Indiana—F. R. Nicholas Carter, MD. 
lowa—Edmund G. Zimmerer, M.D. 
Kansas—Dwight F. Metzler 
Louisiana—Ben Freedman, M.D. 
Massachusetts—Kenneth I. E. Macleod, M.D. 
Michigan—Albert E. Heustis, M.D. 
Minnesota—Abraham B. Rosenfield, M.D. 
Mississippi—Margaret E. Rice 
Missouri—J. Earl Smith, M.D. 
Montana—Paul R. Ensign, M.D. 
Nebraska— 
New Mexico—Myrtle Greenfield 
New York City—Arthur Bushel, D.D.S. 
New York State—Bosse B. Randle 
North Carolina—Everett H. Ellinwood, M.D. 
North Dakota—Melvin E. Koons 
Ohio—Leo F. Ey 
Oklahoma—Margaret F. Shackelford 
Oregon—Clair V. Langton, Dr.P.H., Ed.D. 
Pennsylvania—Bernard M. Blum, M.D. 
Puerto Guerra, D.D.S. 
South Carolina—G. S. T. Peeples, M.D. 
South Dakota—Herbert A. Hudgins, M.D. 
Tennessee—Lloyd M. Graves, M.D. 
Texas—Henry E. Drumwright 
Utah—Grace C. Nason 
Virginia—Charles L. Outland, M.D. 
Washington State—Bernard Bucove, M.D. 
West Virginia—Guy R. Post, M.D. 
Wisconsin—Margaret E. Hatfield, M.D. 
Southern Branch—Andrew Hedmeg, M.D. 
Western Branch—Harold M. Erickson, M.D. 
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News of Affiliated Societies and Branches 


Public Health and Nursing Homes 


The role of private nursing homes in 
the care of the aged ill was discussed at 
the winter meeting of the Massachusetts 
Public Health Association. Claire F. 
Ryder, M.D., lecturer on gerontology, 
Harvard School of Public Health, mod- 
erated an eight-member panel. A. Daniel 
Rubenstein, M.D., director, Bureau of 
Hospital Facilities, State Department of 
Health, reported on the progress made, 
particularly a definite improvement in 
nursing home standards, since the de- 
partment’s program for nursing homes 
which was begun in 1948. 

Other panel participants discussed the 
need for cooperation between the de- 
partment and the homes, the recent de- 
cision of the Public Welfare Department 
to reimburse for public assistance cases 
on actual cost analyses of nursing home 
operations, and the importance of using 
untapped professional resources in the 
community such as nutrition and recrea- 


tion groups. 
Michigan Committee Studies Priorities 


The Michigan Public Health Associa- 
tion has organized a Citizens Public 
Health Advisory Committee. Made up 
of about 100 persons drawn from farm, 
labor, business, civic, veterans, and 
health groups, this committee is consid- 
ering current issues in public health. 
The Michigan Association is asking this 
group to help determine what health 
proposals should be given priority atten- 
tion. A 13-member Steering Committee 
to develop a program includes among its 


membership, J. K. Altland, M.D., the 


state’s director of local health services; 
Oscar D. Stryker, M.D., Macomb County 
health officer; Donald Smith, M.D., as- 
sociate professor of maternal and child 
health, University of Michigan; and 
James O. Brindle, director, Social Se- 
curity Department, United Automobile 
Workers. 


Massachusetts Aids in Career Meet 


A recent event in Cambridge, Mass., 
illustrates the cooperation of a public 
health association in developing a local 
health careers program. The Massa- 
chusetts Public Health Association co- 
operated with the Health Careers 
Committee of the Cambridge Com- 
munity Services in a meeting on Oppor- 
tunities for Careers in Health Through 
Medicine held in Cambridge on March 
19. 

A three-member panel explored the 
opportunities for health careers open to 
physicians and those considering the 
study of medicine. The audience was 
made up of medical school, college, and 
high school students of the area. 

The three panelists were: 

Dean M. Clark, M.D., general director, 
Massachusetts General Hospital, on “The 
Physician in Administrative Medicine” 

Chester M. Jones, M.D., clinical professor 
of medicine, Harvard Medical School, on “The 
Physician in Private Practice” 

Samuel B. Kirkwood, M.D., state commis- 
sioner of public health, on “The Physician in 
Public Health Practice” 


Murray P. Horwood, Ph.D., professor 
of sanitary science, Massachusetts In- 
stitute of Technology, was chairman of 
the committee that planned the meeting. 


APHA membership application blank on page XXV 
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APHA AFFILIATED SOCIETIES AND BRANCHES 


SocieETY AND SECRETARY 


HEALTH ASSOCIATION, Bertha I. 
Parkhurst, P. O. Box 905, Casa Grande 

ARKANSAS PUBLIC MEALTH ASSOCIATION, Mrs. 
Virginia M. Erwin, State Health Dept. Bidg.. Little Rock 

CALIFORNIA, NORTHERN, PUBLIC H ALTH ASSO- 
Yeagle, ‘County Health 

Dept. 15000 Foothill Bivd., 

CAL FORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 

CIATION Byron oO. Mork, M.D., University of Cali- 


fornia at Angeles, Los Angeles 
COLORADO PUBLIC HEALTH ASSOCIATION, Mar-.. 
t 


garet D. Lewis, 659 Cherokee St., Denver 
CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
Mrs. Claire Reinhardt, 310 Cedar St., New Haven 
ty | HEALTH Dr. Raphael Calvo 
San Rafael 1170, Hava 
FLORIDA LTH ASSOCIATION, Nathan J. 
Schneider, O. Box 210, Jacksonville 
PUBLIC. HEALTH ASSOCIATI ON, Jj. F. 
Hackne .D., 224 Central Ave., S.W., Atlanta 
IDAHO PUBLIC’ HEALTH ASSOCIATION, Mrs. *D. w. 


McDougal, P. Box 563, Boise 
ILLINOIS PUBLIC HEALTH ASSOCIATION, William 
1; Hixon, Evanston Health Dept., Evanston 
INDIANA PUBLIC HEALTH ASSOCIATION, Hester 
1330 W. Michigan St., Indianapolis 
PUBLIC HEALTH ASSOCIATION, Mary L. 
Wombacher, State Dept. of Health, Des Moines 
KANSAS HEALTH ASSOCIATION, Evelyn 
Ford, Board of Health, State Ca ru. Topeka 
LOUISIANA” PUBLIC HEALTH ATION, Mrs. 
Velma Brusse, Dept. of Health, New 
Muriel Bliss Wilbur, 695 Huntington Ave., 
MICHIGAN PUBLIC HEALTH "ASSOCIATION, Maurice 
Mayer, 405 Hollister Bidg., Lansing 


PUBLIC HEALTH CONFERENCE S. 


Fleming, on Dept. of Health, Calvessity 
us, nnea 

MISSI SIPPI PUBLIC HEALTH ASSOCIATION, H. E. 
Boone, P. O. Box 1700, Jac 

MISSOURI PUBLIC ASSOCIATION, Mrs. 
Nadia Sth e Office Bldg. lefferson City 

MONTANA PUBLIC HEALTH ‘ASSOCIA ION, Emma 
Wright, a. 811, Harve 

NEBRASKA PUBLIC HE HEALTH ASSOCIATION, Matilda 
M.D., Omaha-Douglas County Health Dept., 


NEW MEXICO PUBLIC 
Robert Howell, 305 Terrace Ave. Albi perges 

NEW CITY, HEALTH IN 
OF, Josep Kadish, 164 W. 174th 

NEW york STATE PUBLIC HEALTH ASSOCIATI 
Cc. penn, New York State Department of 

NORTH. CAROLINA PUBLIC HEALTH ASSOCIATION, 
Mrs. Betty E. Bri State Board of Health, Rale 

NORTH DAKOTA PUBLIC HEALTH a 
Mrs. Cora Shelstad, Court House, Fin 

OHIO PUBLIC HEALTH AS ASSOCIATION, Virginia 

Healt 

OKLAHOMA PUBLIC HEALTH. Marjorie 
Butler, 3400 North Eastern, Oklahoma 

OREGON PUBLIC HEALTH ASSOCIA TI IN, Barbara 
Kahn, State Board of Health, Portland 

PENNSYLVANIA PUBLIC HEALTH ASSOCIATION, 
Robert H. Conn, 303 N. Second St., Harrisbu PR 


Nilda T artado 
SOUTH CAROLINA A PUBLIC HEA TH ASSOCIATION, 
_— DS B. Du Priest, State Board of Heal th, 


soUTH AKOTA PUBLIC HEALTH ASSOCIATION, 
Louis E. Remily, State Dept. of Health, 

TENNESSEE PUBLIC HEALTH ASSOCIATION 
Tucker, M.D., State Dept. of Health, 420 Seth AN 
N., Nasheille’ 

TEXAS PUBLIC SALTS H. E. Drum- 

UTAH PUBLIC H EALTH ASSOC! Mildred 
Enear, Salt Lake Board of of $0. State, 


Lake City 
VIRGINIA PUBLIC wears ASSOCIATION, Nancy 
E. Lutz, 113 § rd St., Richmond 
WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION, Kathleen Burwell, R.N., State Dept. of Health, 


Smith Tower, Seattle 
VIRGINIA PUBLIC ASSOCIATION, 


arry M. Huff, State ee oF Charleston 
WISCONSIN ASSOCIA oR” PUBLIC HEALTH, 
Paul Weis, 1 W. Wilson St., Madison 
SOUTHERN BRANCH, A.P.H.A., Joseph M. Bistowish, 
M.D., P. O. Box 1117, Tallahassee, 
WESTERN BRANCH, "A.P.H.A Amy 
of Health, 215i Way, perkeley, 


Employment Service 


The following pages present information for those seeking public health personnel and for 
those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates for the use of employers or 


individuals. 
additional 10 words or fraction thereof. 


The charges are $5 for the first 50 words or fraction thereof and $1 for each 
There is no charge to members or Fellows of the 


Association who desire to utilize the Positions Wanted portion of these pages. Closing date 
for receipt of advertisements is the first of the month preceding the desired month of publication. 


POSITIONS AVAILABLE 


Deputy Director of Health—as assistant 
to health director, responsible for medical 
services in a municipality of approximately 
190,000 population in a suburban area of 
325,000. Department employs four full-time 
physicians, one full-time public health dentist, 
several part-time physicians and dentists to 
man clinics. Health department adjacent to 
city hospital. Position under civil service. ,Re- 
quirements: graduate training in public health 
and practice of medicine and surgery. Salary 
range $10,400-$12,636. 

Medical Social Work Adviser—Open to 
female citizens of the United States who pos- 
sess the minimum qualifications. Salary range 
$5,096--$6,136. 

Medical Technologist I—Open to citizens 
of the United States who possess the minimum 
qualifications. Salary range $3,588—$4,264. 

Anesthetist—Open to citizens of the United 
States who possess the minimum qualifications. 
Salary range $4,056—$4,680. 

Dietitian I—Open to female citizens of the 
United States who possess the minimum quali- 
cations. Salary range $4,264~-$5,096. 

Assistant Superintendent of Hospitals 
and Institutions—Open to male citizens of 
the United States who possess the minimum 
qualifications. Salary range $5,876-$7,072. 

Public Health Nurse—Open to female 
citizens of the United States who possess the 
minimum qualifications. Salary range $3,900- 


Write to Personnel Director, Municipal 
Bldg., Hartford, Conn. 


State positions in Illinois: Assistant Direc- 
tor of Local Health Services—Location 
Springfield; Regional Health Officer—Lo- 
cation Carbondale, home of Southern Illinois 
University. Salary, both positions, approxi- 
mately $10,000, with plan for increase ex- 

ted. State retirement plan, civil service. 

Local health departments in Illinois: Health 
Officer—New county health department on 
Lake Michigan. Large county, unusual op- 
portunity, very best leadership sought, salary 
appropriate, available July or after. Health 
Officer—Single county, 65,000 population, ex- 
cellent staff, salary to be arranged. Health 
Officer—Multiple county unit on Ohio River, 


population 35,000, salary $9,000-$10,000. 
Health Officer—for each of two local health 
districts. Competitive examination will be 
held in summer. Champaign-Urbana Health 
District, serving university cities Champaign 
and Urbana, population 75,000; salary range 
$12,000-$15,000; East Side Health District, 
East St. Louis, population 115,000, staff of 50, 
salary approximately $12,000. Retirement. 

Residencies in public health: Three resi- 
dency areas available to interested Physicians 
—Cock County, Will County, Peoria City and 
County; approved for two-year residencies. 
Stipend $5,000-$6,000. Begin first of any 
month. 

Additional information on above positions 
available from Illinois Department of Public 
Health, 505 State Office Bldg., Springfield, Ill. 


Medical Health Officer—for an estab- 
lished two-county health department in south- 
ern Colorado. Combined population 38,510; 
headquarters Trinidad, Colo. Salary range 
$9,600-$11,100. Requires physician with pub- 
lic health training and experience. Dalton 
Roberts, Chief, Administrative Services, Colo- 
rado State Department of Public Health, 420 
State Office Bldg., Denver 2, Colo. 


Medical Health Officer—San Juan Basin 
Health Unit located in heart of Rockies of 
southwestern Colorado. Offices in Durango, 
population 11,500. Balanced rural health pro- 
gram with qualified staff plus Ute Indian re- 
habilitation program. Qualifications include 
eligibility for medical licensure in Colorado. 
Salary $9,500-$10,000. Dalton Roberts, Chief, 
Administrative Services, Colorado State De- 
partment of Public Health, 420 State Office 
Bldg., Denver 2, Colo. 


Public Health Engineer—to work in Col- 
orado state public health engineering program. 
Beginning level requires graduation from ac- 
credited college with one year of related ex- 
perience. Salary $442-$572. Journeyman level 
requires two years’ experience. Salary $510- 
$667. Possible to offer a starting salary above 
the minimum. Dalton Roberts, Chief, Admin- 
istrative Services, Colorado State Department 
of Public Health, 420 State Office Bldg., Den- 
ver 2, Colo. 
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Public Health Epidemiologist—$12,945- 
$15,158. Within the Michigan Department of 
Health—provides medical services associated 
with cancer, cardiovascular, diabetes, and ar- 
thritis. Also acts as medical consultant to the 
professional staff of the Michigan Office of Vo- 
cational Rehabilitation. Requires eligibility 
for licensure to practice medicine in Michigan 
and four years’ experience in public health. 
Write for further job details to Michigan De- 
partment of Health, Lansing, or Michigan 
Civil Service, Lansing 13, Mich. 


Pediatrician—to develop and direct a pe- 
diatrics program in a state health department. 
Provide consultant services to concerned de- 
partment division chiefs and local health de- 

ments. Salary range $820-$980 per month. 
equires physician with specialized training 
and experience. Eligible for Ohio license. 
Write Director, Ohio Department of Health, 
Columbus 15, Ohio. 


Medical Health Officer—for district of- 
fice offering consultant services in several dis- 
ciplines. Responsible for the administration 
of the district office, coordination of the vari- 
ous programs, and medical consultation to 
local health units. Salary range $860-$1,020 
per month. Local public health experience 
required. Eligible for Ohio license. Write 
Director, Ohio Department of Health, Colum- 
bus 15, Ohio. 


Public Health Physician—for Director of 


Butler County Health Department, Butler, Pa. 


(population 103,000). Permanently estab- 
lished department which has just received 
overwhelming vote of confidence of three and 
one-half to one in county-wide referendum. 
Well qualified staff includes a public health 
engineer, public health nurses, public health 
educator, and sanitarians. Three-year-old de- 
partment with excellent opportunity for pro- 
gram development. Opportunity for associa- 
tion with the Graduate School of Public 
Health, University of Pittsburgh, for qualified 
man. Excellent personnel policies, unsur- 
passed retirement plan, fine educational, cul- 
tural, and recreational facilities. Starting sal- 
ary $12,500-$14,500, depending on qualifica- 
tions. Address inquiries to Edward C. Lutton, 
M.D., Chairman, Butler County Board of 
Health, 426 N. Main St., Butler, Pa. 


Laboratory Director—Washington State 
Health Department. Director needed to su- 
pervise state health department laboratory 
comprised of six units and 23 workers. M.D. 
degree or Ph.D., Sc.D., or related degree plus 
eight years of experience, including six years 
of postdoctoral supervisory experience in the 
laboratory field. Salary $9,984-$11,916 per 
annum. Write Dr. Bernard Bucove, State Di- 
ae of Health, 1412 Smith Tower, Seattle, 

ash. 


Director of Epidemiological Services 
—Washington State Health Department. Epi- 
demiologist needed to direct state-wide epi- 
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demiological services. M.D., M.P.H. degrees 

lus three years of experience and eligibility 
for a license in Washington. Salary $10,908- 
$13,020 per annum. Write Dr. Bernard Bu- 
cove, State Director of Health, 1412 Smith 
Tower, Seattle, Wash. 


Director of Public Health—Des Moines- 
Polk County Departments of Health. Salary 
range $10,000-$14,000 depending on_back- 
ground and experience; M.D. plus M.P.H. 
required. City and county population 250,000. 
Apply to S. R. Christensen, Acting Director, 
First and De Moines Sts., Des Moines, 
owa. 


Medical Health Officer—for health dis- 
trict serving population of 150,000. Forty-three 
full-time employees; six part-time physicians. 
Terrific public health challenge. Salary 
$10,000. Retirement system. Apply Board of 
Health, East Side Health District, 412a 
Missouri Ave., East St. Louis, Ill. 


Qualified Public Health Staff and 
Supervising Nurses—to work in a gener- 
alized public health nursing program. Ohio 
nurse registration required. Position under 
civil service, with sick leave, annual leave, and 
retirement benefits. Salary range: Public 
Health Staff Nurse—$305-$381 monthly; 
Public Health Nursing Supervisor—$364— 
$457 monthly. Write to Director of Health, 
Akron Department of Health, 704 Municipal 
Bldg., Akron 8, Ohio. 


Public Health Physician—to be respon- 
sible for school health programs, well child 
conferences, disease control, and serve as 
deputy health director. Position under civil 
service with sick leave, annual leave, and 
retirement benefits. Salary range open. Ohio 
licensure required, public health experience 
desired. Write to Director of Health, Akron 
Department of Health, 704 Municipal Bldg., 
Akron 8, Ohio. 


Psychiatrist — Requires medical degree 
with specialty in psychiatry. Salary $11,772- 
$13,537. Position with State Health Depart- 
ment, Denver, Colo. Write to Dalton Roberts, 
Chief, Administrative Services, Colorado State 
~ egy con of Public Health, 420 State Office 
Bldg., Denver 2, Colo. 


Clinical Psychologist — Requires Ph.D. 
degree in clinical psychology and three years’ 
clinical experience. Salary $589-$779. Posi- 
tion with State Health Department, Denver, 
Colo. Write to Dalton Roberts, Chief, Ad- 
ministrative Services, Colorado State Depart- 
ment of Public Health, 420 State Office Bldg., 
Denver 2, Colo. 


Psychiatric Social Worker—Requires 
master’s degree with psychiatric sequence. 
Salary $442-$572. Position with State Health 
Department. Write to Dalton Roberts, Chief, 
Administrative Services, Colorado State De- 
artment of Public Health, 420 State Office 
Idg., Denver 2, Colo. 
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Senior Public Health Nurse—Openings 
for senior public health nurses I and II in 
generalized programs in town and rural areas. 
Travel expenses paid from Seattle. Thirty- 
eight-hour work week, Blue Cross, liberal an- 
nual and sick leave. Minimum qualifications: 
approved program of study for first level 
public health nursing and two years’ gener- 
alized PHN experience, one of which was 
under supervision. Salary: Starts at $5,400 
and $5,580 to $6,420 and $6,600 per annum, 
depending on area to which assigned. Auto- 
matic increases at six months and annually 
thereafter. Applications obtainable from 
Helen Hartigan, Chief, Section of Nursing, 
Alaska Department of Health, Juneau, Alaska. 


Director of Nursing—Ontario City Health 
Department, population 41,000. Requires eli- 
gibility for California R.N. license and public 
health certificate, completion of approved uni- 
versity program in public health nursing. 
Minimum of two years’ supervisory experi- 
ence. Travel allowance for use of private car. 
Write to Mr. E. Medley, Assistant City Man- 
ager, City Hall, 225 S. Euclid Ave., Ontario, 


alif. 


Staff Nurse (2)—Ontario City Health 
Department, population 41,000. Requires eli- 
gibility for California R.N. license and public 
health certificate, two years’ experience in 
public health nursing. Travel for 
use of private car. Write to Mr. Medley, 
Assistant City Manager, City 225 ‘S. 
Euclid Ave.,, Ontario, Calif. 


Public Health Bacteriologist—One-per- 
son laboratory with assistant. Eligible for 
California certificate. Salary open. Public 
Health Nurse—Generalized program county 
of 50,000, six staff nurses. Eligible for P.H.N. 
and R.N. certification in California. Starting 
salary commensurate with qualifications. 
Range $359-$411. Eleven paid holidays, 15 
days’ vacation, sick leave, retirement, insur- 
ance, county car furnished. For information 
write to Kings County Health Department, 
Hanford, Calif. 


Public Health Sanitarian or Engineer— 
Excellent working conditions in progressive 
city of 37,000. General environmental sanita- 
tion work. Mileage paid plus salary which is 
open, depending upon qualifications. This is 
a job with a very good future. Five-day 
week, with liberal sick and annual leave. Con- 
tact Raymond Summerlin, Deputy Health 
Officer, Health Department, Ottumwa, Iowa. 


Vermont—Communicable Disease Con- 
trol Director—for State Health Department. 
M.D. and some experience in communicable 
disease work required. Graduate work in 
public health preferred, but can consider 
formal training after appointment. Salary 
$7,904-$9,178 with liberal leave and other 
benefits. Contact Personnel Officer, Depart- 
poy of Health, 115 Colchester Ave., Burling- 
ton, Vt. 


Public Health Nursing Positions— 
Available in Health Department with the 
city of Flint, a rapidly growing city of 180,000 
population. Beginning, intermediate, and ad- 
ministrative positions are available. Five-day, 
40-hour week, with liberal retirement, vaca- 
tion, and sick leave policies. Car furnished. 
Beginning salary rates $3,952, $4,329, or 
$4,654, depending on experience and qualifi- 
cations. Automatic increases and longevity 
rates for length of service. Apply Flint Civil 
Service Commission, City Hall, Flint, Mich. 


Public Health Nursing Director—Posi- 
tion open September, 1957. Supervising ex- 
perience and B.S. in public health nursing 
required. M.P.H. desirable. Staff of 10 pub- 
lic health nurses doing strictly public health 
nursing in very desirable location in well 
established department with complete public 
health program, in fine modern building. 
Salary $5,100. Write J. H. White, M.D., 
Director, Weld County Health Department, 
Box 521, Greeley, Colo. 


Bacteriologist—for routine serology of 
milk, water and bacteriology; small, well 
equipped, modern laboratory. B.S. degree in 
bacteriology. Salary depending on experience. 
Write J. H. White, M.D., Director, Weld 
+ Health Department, Box 521, Greeley, 

olo. 


Public Health Nurse Consultant—Wash- 
ington State Health Department. Nursing con- 
sultant for a state health department needed. 
Bachelor’s degree, including or supplemented 
by public health nurse training and three 
years of experience, with at least one year in 
supervisory public health nursing work. Pref- 
erence will be given to applicants with re- 
habilitation nursing experience. Salary $5,184- 
$6,168 per annum. Write Dr. Bernard Bucove, 
State Director of Health, 1412 Smith Tower, 
Seattle, Wash. 


Director of Public Health Nursing— 
Generalized with school nursing; population 
70,000; eight nurses-student program. State 
retirement system; 37%4-hour week; county 
car or eight cents per mile. Salary $460- 
$486-$513-$542. Write G. L. Faber, M.D., 
M.P.H., Director, Butte County Health De- 
partment, P. O. Box 1100, Chico, Calif. 


Qualified Public Health Nurse—Must be 
eligible for California certificate. Salary $376- 
$458; travel allowance for use of private car. 
Write to San Benito County Health Depart- 
ment, Health Center Bldg., Hollister, Calif. 


Public Health Nurses (2)—Generalized 
ublic health nursing program in rural county. 
esort section of southwestern Michigan with 

55,400 population. Liberal personnel policies 
and training center. Salary scale $3,500- 
$4,200 with regular annual increases. Starting 
salary dependent upon qualifications. Write 
A. 3. Mitchell, M.D., Director, Allegan County 
Health Department, "Allegan, Mich. 


Director, Public Health Laboratories— 
Qualifications: graduation from an accredited 
college or with an earned doctor’s 
degree (Ph Se.D., M.D., D.V.M.) in the 
field of aieioe sciences and three years’ 

gressively responsible experience in a pub- 
fie health laboratory or similar agency. Sal- 
ary range $7,584-$10,812. For applicant with 

or D.V.M. it is possible to offer a start- 
ing salary above the minimum. Write Dalton 
Roberts, Chief, Administrative Services, Colo- 
rado Department of Public Health, 420 State 
Office Bldg., Denver, Colo. 


Supervising Public Health Nurse—Sal- 
ary $440-$545; first raise after six months. 
outils for a geographic area and group 
of public health nurses. California R.N., 
P.H.N. certificate and three years’ experience. 
Orange County Personnel Department, 644 
N. Broadway, Santa Ana, Calif. 


Public Health Nurse—Salary $375-$464; 
first raise after six months. Varied duties in 
a geographic area. California R.N., P.H.N. 
certificate. Orange County Personnel Depart- 
ment, 644 N. Broadway, Santa Ana, Calif. 


Public Health Nursing Positions—Avail- 
able in combination health department and 
visiting nurse service. Public health nursing 
preparation required. Generalized service. 
Agency in a university community. Beginning 
salary $3,996, yearly increments. Social Se- 
curity. Please write Miss Patricia Walsh, 
Nursing Director, Washtenaw County Health 
naman County Building, Ann Arbor, 

ich. 


Are You Interested in Teaching Ex- 
pectant Parent Classes?—Unusual oppor- 
tunity for registered Nurse of public health 
and/or maternal health experience, age 
45. The Clara Elizabeth Fund for Maternal 
Health offers to a qualified person three 
months of directed training and experience in 
teaching classes for expectant parents. Al- 
lowance for maintenance during training pe- 
riod. Write for application blank to Clara 
— Fund, 302 W. 2nd Ave., Flint 2, 

ich. 


School Nurse—Will accept qualifications 
of one-year accredited courses 
in public health nursing, but prefer B.S. de- 


ace in nursing, with preparation for staif 


level public health nursing. Beginning sal- 
ary $4,100-$4,850, maximum $5,750. Staff of 
12 nurses, term 10 months. Apply to Miss 
Genevieve Arensdorf, Supervisor of Nurses, 
Clark County School District, P. O. Box 551, 
Las Vegas, Nev. 


Executive Director—Atlantic 
Nurse and Tuberculosis Association, 2332 
cific Ave., Atlantic City, N. J. Eight staf 
nurses, a TB clinic supervisor, a Seal Sale 
secretary, bedside nursing and TB control pro- 
gram. Qualifications: Graduation from an ac- 
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credited college, B.S. degree essential, public 
health nurse training and experience in the 
work of a tuberculosis association or official 
ency. Eligibility for RN registration in 
New Jersey. Administrative experience of at 
least two years. Social Security and NTA re- 
tirement plan, five-day week, 30 calendar days” 
vacation after one year service, 12 working 
days’ sick leave per year. Starting salary 
$5,500. References required. Vacancy im- 
mediate; director retiring after 14 years. 
Write Mrs. William J. Wilson, President. 


Public Health Nurses ($315-$435) and 
Graduate Nurses ($255-$370)—for general- 
ized public health nursing in New Mexico De- 
partment of Public Health. Opportunities for 
advancement, retirement plan, and other 
fringe benefits. Write Merit System Super- 
visor, Box 939, Santa Fe, N. M. 


Public Health Coordinator—in outpa- 
tient department, St. Christepher’s Hospital 
for Children. Directly responsible to medical 
director of outpatient department. Respon- 
sible for public health supervision of medical 
and nursing students and pediatric residents; 
also coordinator of public health activities of 
teaching institution with city health depart- 
ment. Qualifications necessary: Public 
Health Nurse Grade II or above. Salary 
commensurate with qualifications. Write or 
call Director of Nursing, St. Christopher’s 
Hospital for Children, 2600 N. Lawrence St., 
Philadelphia 33, Pa. Telephone: Garfield 


Deputy Health Officer—city-county health 
department serving population 610,000. Salary 
$8,232-$10,020. Faculty appointment in pre- 
ventive medicine, medical college, available. 

gham, 


bg Health Officer, Box 2591, Birmin 


Public Health Nursing Director—Direc- 
tor of combination official and private agency 
public health nursing services: executive di- 
rector of private agency. Faculty rank as 
instructor in community medicine at local uni- 
versity. Salary range $6,864-$8,190. Five- 
day, 40-hour week, liberal vacation and sick 
leave policy. Require eight years’ public 
health nursing experience, five years’ super- 
vision, B.S. degree in public health aursing, 
master’s degree desired. Apply Mrs. Alex- 
ander H. Williams, President, Board of Trus- 
tees of the Instructive Visiting Nurse Associa- 
tion, 1806 Westover Hills Blvd., Richmond 


25, Va. 


Public Health Nursing Staff Positions 
Available—Salary range $3,720-$5,400, de- 
pending on qualifications, experience, and re- 
sponsibilities assumed. Write to Miss Emma 
M. Kuehlthau, Executive Director, Visiting 
Nurse Association, 1234 N. Prospect Ave., 
Milwaukee 2, Wis. 


Sanitary Engineer—Qualifications: engi- 
neering degree and three years’ experience. 
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Generalized program, including food inspec- 
tion, environmental sanitation, sewage dis- 
posal, water pollution, etc. Sick leave, vaca- 
tion, Social Security, mileage, 33-hour week. 
Salary $7,200. Apply Peter Stecy, M.D., Lake 
ga Health Commissioner, Crown Point, 
nd. 


Sanitary Engineers—to work in Ohio on 
state public health program. Previous Ohio 
residence not required. Sanitary Engineers, 
Grade I1I1—Graduation from accredited en- 
gineering college, preferably six years’ experi- 
ence, professional engineer registration from 
Ohio or reciprocal state required. Salary 
range $600-$720. Sanitary Engineer, Grade 
IIl—Graduation from accredited engineering 
college, four years’ engineering experience, 
professional engineer registration from Ohio 
or reciprocal state required. Salary range 
$525-$630. Engineer-in-Training—Gradua- 
tion from accredited engineering college, in- 
cluding having certificate of professional engi- 
neer-in-training. Salary ranges $360-$440; 

$480; $440-$525. Starting salary de- 
pends upon experience. Address application 
to Personnel Officer, Ohio Department of 
Health, Columbus 15, Ohio. 


Sanitary Inspector—for generalized sani- 
tation program in western New York county 
health department. Excellent staff, retire- 
ment program, liberal vacation, car provided 
for official use. Graduation from high school, 
including courses in general science, mathe- 
matics, and chemistry and two years of satis- 
factory sanitary inspection experience re- 
quired. Salary $3,073.20-$3,586.80. Write 
Sanitary Engineer, Box 573, Olean, N. Y. 


A leading national voluntary health associa- 
tion has openings in various parts of the 
country in many categories—Field Workers, 
Health Educators, Chapter Executives. 
Master’s degree in health education or re- 


lated fields desirable but not essential. Some 
experience in public health, community or- 
ganization, or administration of voluntary 
health agency required. Positions and sal- 
aries commensurate with background and pre- 
vailing local conditions. We want candidates 
who are interested in long-range career plan- 
ning. Please send résumé to Box C-31, Em- 
ployment Service, APHA. 


Health Educator—Develop health educa- 
tion program in multicounty region in and 
around Seattle, Wash.; also work on state- 
wide programs. Requirements: M.P.H., woman 
between 25-40, car. Eight cents per mile and 
travel allowance, Social Security, medical cov- 
erage. Salary open. Victor Schoch, Execu- 
tive Director, Washington State Heart Asso- 
ciation, 3121 Arcade Bldg., Seattle 1, Wash. 


Health Education S st (School 
Health Consultant)—Plan and develop 
state-wide school health program; provide 
consultation and advisory service to school and 
public health personnel; participate in in- 
service training of professional groups and 
assist school administrators with teacher train- 
ing; coordinate department program with 
other state and voluntary agencies. One year 
graduate study public health; three years’ ex- 
perience in education, public relations, or 
public health; teaching experience. Salary 

.640-$6, Travel allowance, vacation, 
sick leave, Social Security, retirement. Dr. 
Amy L. Hunter, State Board of Health, Madi- 
son, Wis. 


Nutritionist—Regional position in north- 
west Florida. Applicant should have master’s 
degree in nutrition or public health or an 
approved dietetic internship plus two years’ 
experience in public health or related fields. 
Beginning salary $385. Travel allowance ad- 
ditional. Write Nutrition Division, Florida 
Board of Health, Box 210, Jacksonville, 

a. 


Wanted—Physician with administrative 
and public health, pediatric, or obstetrical 
background, to direct Section of Maternal and 
Child Health and Crippled Children’s Services. 
Six weeks’ vacation. Merit system appoint- 
ment. Starting salary $13,230 with annual 
increases. Dr. Charles Hayman, Commissioner, 
Alaska Department of Health, Juneau, Alaska. 


Supervisory and staff positions for Publie 
Health Nurses—Santa Barbara County, Calif. 
Staff salary range, $355-$433; Supervisor’s 
$392-$478. Generalized program, including 
schools. Contact Petronilla Commins, Direc- 
tor, Public Health Nursing, Santa Barbara 
mae Health Department, Santa Barbara, 
alif. 


International Vacancies 


Public Health Sanitarians—There are 
several positions open in Latin America and 
the Caribbean area for public health sani- 
tarians in rural public health and malaria/ 
Aedes aegypti mosquito eradication programs. 
Essential qualifications are formal public 
health training and some experience in the 
above-mentioned fields. Spanish is desirable 
in nearly all positions and essential in some. 
Salaries range from $3,600 to $4,800 per an- 
num, plus income tax reimbursement and lib- 
eral overseas and family allowances. For 
further details contact Personnel Office, 
PASB/WHO, 1501 New Hampshire Ave., 
N.W., Washington 6, D. C. 
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POSITIONS WANTED 
On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Sanitary Engineer—M.S. in engineering; 
on active duty as sanitary and industrial 
hygiene engineer with USAF from 1952 to 
present time; military assignments have in- 
cluded research and sanitary engineering 
duties on Command Surgeon’s staff. Civilian 
experience includes research in sanitary en- 
gineering with U. S. Corps of Engineers. 
B.C.E. 1951. Age 27; married, family. De- 
sire to locate in East. Write Box E-36, Em- 
ployment Service, APHA. 


School and Public Health Educator— 
B.S., M.A., health education. Six years of 


health education experience in school and 
private, voluntary and official health agencies. 
Community organization and industrial health 
and safety included. Desire administrative 
— with community health organization. 

Box HE-84, Employment 


Service, 


Commercial Advertisements 


All tions on the following commercial advertisements should be sent to 
se a8 Larson, Medical Bureau, Suite 605, 900 North Michigan Avenue, 
Chicago 11, iil. 


OPPORTUNITIES AVAILABLE 


WANTED: (a) Health commissioner, county 
health department; full-time cooperating unit; 
near university center, Midwest; $15,000; (b) 
Epidemiologist; preventive medicine staff, 
foreign operations; leading industrial com- 
pany; $14,000 plus $4,000 family maintenance; 
federal tax free; (c) Director, department of 
health, Pacific Islands; (d) Assistant county 
health physician; well organized department; 
excellent hunting and fishing area, Northern 
California; (e) Assistant director, student 
health department; 8,000 students; South; 
$9,000; month’s paid vacation; (f) Staff 
M.D.; student health department; 4,500 stu- 
dents; California; (g) Health director quali- 
fied direct comprehensive. and coordinated 


public health department; city and county; 
university city; West; (h) Health inspector 
experienced meat and dairy products inspec- 
tion; foreign; $700; (i) Health educator and, 
also, public health engineer; county depart- 
ment; rapidly growing department; salaries, 
$6,700 and $5,500, respectively; (j) Director, 
nursing; city-county health department; ex- 
cellent opportunity, use initiative; progressive 
city, Southwest; to $7,750, expenses; (k) 
Professor; department of nursing, renowned 
university, near New York City; top salary; 
(1) Instructors, supervisors, staff; assist pro- 
motion public health programs in leading 
cities, China, India, South America, Italy; 
paid air travel; $4,000-$4,500 plus. 


OPPORTUNITIES WANTED 


(a) Health educator; M.P.H., five years con- 
sultant, county health department; university 
instructor, communicable disease; (b) Public 


health nursing administrator; M.A., Colum- 
bia; three years director VNA; five years 
consultant, city health department. 


News from the Field 


WHO News 


United States Helps Malaria Eradication 

The United States government has 
contributed a million and a half dollars 
to the Special Fund of the Pan American 
Sanitary Organization for malaria eradi- 
cation. It is estimated that over a five- 
year period $156,000,000 will be spent 
for a program of eradication in the 
Western Hemisphere, of which 80 per 
cent is in hand. 

The present eradication program was 
foreshadowed in 1950 when the 21 
American republics, at the 13th Pan 
American Sanitary Conference, deter- 
mined to intensify and coordinate all 
antimalaria work in the Americas. In 
1954, at the 15th Conference, plans were 
made for complete eradication of ma- 
laria. This action was reinforced by the 
1955 World Health Assembly which 
called for a world-wide malaria eradica- 
tion program. 

Presentation of the check for the 
special contribution of the American 
government was made in Washington 
on March 7 by Milton S. Eisenhower, 
president of Pennsylvania State Univer- 
sity, as representative of President 
Eisenhower. In accepting, Fred L. 
Soper, M.D., director of the Pan 
American Sanitary Bureau, pointed out 
the need for an eradication deadline be- 
cause of the eventual resistance to insec- 
ticides developed by mosquitoes. 


International Air Pollution Meet 

WHO is planning a conference on air 
pollution at Geneva some time in 1957 
at which experts from all over the world 
will be asked to participate. Rapid in- 


666 


dustrialization in many countries, grow- 
ing populations near industrial centers, 
the sharp rise in the use of automobile 
and diesel engines, and the threat of 
radioactive pollution are among the fac- 
tors creating concern over air pollution. 
The mass deaths from air pollution in 
Donora, Pa., and in London were dra- 
matic effects of air pollution. The rela- 
tion of air pollution to certain chronic 
diseases and to cancer and possible 
harmful effects to crops and livestock 
are on the list of subjects for possible 
discussion. 

Louis C. McCabe, president of Re- 
sources Research, Inc., former and first 
director of the Los Angeles County Air 
Pollution Control District, and former 
adviser to the Surgeon General on air 
pollution matters, is in Geneva as special 
consultant to WHO to plan for this meet- 
ing and recommend subjects for discus- 
sion and authors. 


Childhood Accident World Picture 

The January Chronicle of WHO sum- 
marizes accident statistics for children 
and young persons between the ages of 
one and 19 years in 12 countries. In 
each of the countries, except Italy and 
Japan, accidents are the leading cause 
of death in this age group, ranging from 
12 per cent of the total in Ceylon to 37 
per cent in the United States. The 
percentages in Canada, Sweden, and 
Switzerland are almost equal to those 
in the United States; they are more than 
30 per cent in Australia, Germany, and 
the Netherlands, 25 per cent in England 
and Wales, and 19 per cent in France. 
In Italy the percentages for accidents 
and pneumonia are identical; in Japan 


the chief cause is gastritis, duodenitis, 
enteritis, and colitis. 

Although the countries studied show 
“a considerable over-all fall in accidents 
since 1931 . . . accidents are becoming 
a relatively important cause of death 
among children, primarily because of 
the conquest of other causes of death, 
and partly because of the rising tide of 
motor accidents.” 


NACLHD Meeting Sets New High 


The “Birth, Care, and Growth” of 
modern tax-supported community health 
services was the subject of a day-long 
discussion in Cincinnati on March 19. 
At this ninth meeting of the National 
Health Council’s National Advisory 
Committee on Local Health Departments 
130 persons took a critical look at the 
problems of developing health services 
where none exist; of maintaining and 
upgrading existing services in the face 
of growing populations. increasing com- 
petition for tax funds and personnel 
shortages; and of retailoring existing 
health departments to meet new as well 
as old needs. 

The meeting was planned by a com- 
mittee under the chairmanship of 
Howard Ennes, director, Bureau of 
Public Health, Equitable Life Assurance 
Society of the United States. In opening 
the discussions he suggested adding the 
quality of the basic health services to the 
usual social and economic progress cri- 
teria for measuring the worth of a 
community. 

The birth problems were discussed by 
Lorin E. Kerr, M.D., assistant to the 
medical director of UMW’s Welfare and 
Retirement Fund. The major need 
throughout the coal mining communities 
is the development and improvement of 
full-time local health units, he said. 
Robert Barr, M.D., health officer of Min- 
nesota, made a plea for ingenuity and 
imagination in providing health services 
needed by communities. James P. 
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Dixon, M.D., health commissioner of 
Philadelphia, said that the community 
expects the health department to take 
leadership in meeting any health prob- 
lems that the community desires to have 
solved through the medium of govern- 
ment. 

John D. Porterfield, M.D., Assistant 
Surgeon General, Public Health Service, 
keynote speaker of the dinner session, 
emphasized flexibility, courage, and in- 
genuity in the development of adequate 
community health services. His par- 
ticular emphasis was on finding what a 
community itself considers its own 
health needs and ways of meeting them 
rather than recommending the needs 
they should meet. 

At the dinner also there were greet- 
ings from the Association of State and 
Territorial Health Officers by Ralph 
Dwork, M.D., health officer of Ohio. 
Ernest B. Howard, M.D., assistant secre- 
tary, in speaking for the American 
Medical Association, pointed out the 
interest of his association in adequate 
community health services and promised 
cooperation in their achievement. Leona 
Baumgartner, M.D., health commis- 
sioner of New York City, spoke for the 
National Health Council as its president. 

Berwyn F. Mattison, M.D., Pennsyl- 
vania secretary of health, Jack Ewalt, 
M.D., chairman of the Joint Commission 
on Mental Health, and James E. Perkins, 
M.D., managing director of the National 
Tuberculosis Association, reviewed the 
day’s meeting from the viewpoints of 
financing, community attitudes, and 
community organization. 

Nine discussion clinics served by a 
corps of consultants, discussion leaders, 
recorders, and resource advisers ex- 
plored further the three basic problems 
of the meeting. A recurring theme was 
the greater responsibility of the indi- 
vidual for his own and the community’s 
health with the increasing emergence of 
chronic illness, accident prevention, re- 
habilitation, as areas of interest jointly 
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with other health agencies. But new 
activities should be undertaken only to 
meet actual needs and to supplement 
rather than replace the traditional activi- 
ties that are still important. 

Sherwood A. Messner, program serv- 
ices director, United Cerebral Palsy, was 
succeeded as chairman of the Committee 
by Clarissa Boyd, director, Program 
Services Development, National Tuber- 
culosis Association. Vice-chairman is 
Mrs. Lou Paine, representing Altrusa 
International, while Robert Webb, repre- 
senting the Association for the Aid of 
Crippled Children, is secretary. The 
American Public Health Association’s 
representatives on the committee are 
Haven Emerson, M.D., who is honorary 
chairman, and George James, M.D., 
deputy commissioner, New York City 


Health Department. 


Community Nutrition Institute 
The 1957 and 11th annual Community 


Nutrition Institute at Syracuse Univer- 
sity will be held June 17-29, with the 
College of Home Economics and the 
Nutrition Bureau, New York State De- 
partment of Health jointly sponsoring. 
The Institute is designed for nutrition- 
ists, physicians, nurses, dentists, dieti- 
tians, health educators, and other inter- 
ested persons. 

During the first week carbohydrate, 
fat and protein metabolism will be dis- 
cussed with particular reference to 
diabetes, coronary heart disease, and 
high-protein diets, and an understanding 
of the enzymes, hormones, and vitamins 
in the metabolisms of protein, fats, and 
carbohydrates. The second week will be 
devoted to the problems of the older 
age group, with a panel presentation of 
a family case study and discussion of 
present knowledge of gerontology, geri- 
atrics, and dietary problems. 

Further information from Dr. Anne 
Bourquin, College of Home Economics, 
Syracuse University, Syracuse, N. Y. 
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Kimble Methodology Research Award 


Nominations for the 1957 and sixth 
annual Kimble Methodology Research 
Award are invited by the sponsoring 
Conference of State and Provincial 
Laboratory Directors. The closing date 
for applications is June 1, 1957. 

The award, established by the Kimble 
Glass Company, consists of $1,000 and 
a silver plaque. It is given for “a 
fundamental contribution that serves as 
a baseline for development of diagnostic 
methods within the province of the pub- 
lic health laboratory” or “the adaptation 
of a fundamental contribution to use in 
a diagnostic laboratory.” Presentation 
will be made at the annual meeting of 
the Conference in Cleveland in Novem- 
ber. 

Candidates, either individuals or 
groups, must be from the United States 
or Canada. Nominations may be made 
by the authors, their associates, or 
others, accompanied by a statement 
justifying the recommendation, six sum- 
maries of the work, and six reprints, if 
available. 

Chairman of the Nominating Com- 
mittee is Howard L. Bodily, Ph.D., 
Division of Laboratories, California De- 
partment of Health, 2151 Berkeley Way, 
Berkeley 4. 


Academy of Occupational Medicine 


At the recent ninth annual meeting in 
Washington of the American Academy 
of Medicine the George H. Gehrmann 
Lecture was delivered by Surgeon Gen- 
eral Leroy E. Burney of the Public 
Health Service. A new Academy Award 
of Merit was presented for the first 
time—to Robert A. Kehoe, M.D., direc- 
tor, Kettering Laboratory of Applied 
Physiology, University of Cincinnati 
School of Medicine, in recognition of his 
outstanding services to occupational 
medicine. 

Twenty new members were elected 


to the Academy and nine elevated to 
fellowship upon presentation of a thesis. 
Irving R. Tabershaw, M.D., director of 
health and safety, Nuclear Development 
Corporation of America, was elected 
president; Ronald F. Buchan, director, 
Employee Health, Prudential Insurance 
Company of America, vice-president. 
Leonard J. Goldwater, M.D., professor 
of industrial hygiene, Columbia Univer- 
sity School of Public Health, was re- 
elected secretary. 


Pennsylvania's New Building 


By the beginning of 1957 the Penn- 
sylvania State Health Department had 
completed its move into the new state 
Health and Welfare Building in Harris- 
burg (7th and Forster Sts.). Previously, 
the staff of 500 had been quartered in 
four buildings. They now occupy more 
than six floors of the completely air 
conditioned 11-story building, which is 
shared with the Department of Welfare 
and the Civil Service Commission. 


First Aid for Childhood Accidents 


Considerable damage has often been 
done by rendering improper first aid 
care or transportation to children who 
have been burned or have had fractures. 
Now for the first time a brief nine-point 
statement of first aid care has been 
developed by the Accident Prevention 
Committee of the American Academy of 
Pediatrics and endorsed by the Com- 
mittee on Trauma of the American Col- 
lege of Surgeons and approved by the 
Federal Defense Administration. In- 
structions for improvising emergency 
splinting and transportation of children 
with skeletal trauma, as well as instruc- 
tions for the emergency care of thermal, 
chemical, radiation, and electrical burns 
are included. In this one-page state- 
ment, there is also warning against the 
frequent custom of using ointments, 
greases, and powders in the emergency 
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first aid treatment of burns. American 
Academy of Pediatrics, 1801 Hinman 
Avenue, Evanston, Ill. Free. 


N. Y. Academy of Preventive Medicine 


At the joint Scientific Meeting of the 
New York State Academy of Preventive 
Medicine and the Section on Public 
Health and Preventive Medicine of the 
New York State Medical Society in New 
York City on February 19, 1957, Ber- 
wyn F. Mattison, M.D., secretary of 
health, Commonwealth of Pennsylvania, 
spoke on “Public Health and Preventive 
Medicine—Now and Tomorrow.” 

Morton L. Levin, M.D., assistant 
health commissioner, New York State 
Health Department, succeeded Franklin 
M. Foote, M.D., executive director, Na- 
tional Society for the Prevention of 
Blindness, as president of the Academy. 
Other officers elected are: 


President-Elect—Franklin B. Amos, M.D., 
director, Office of Professional Training, 
New York State Department of Health 

Vice-President—Wendell R. Ames, 
health officer, Rochester, N. Y. 

Secretary-Treasurer—Walter C. Levy, M.D., 
assistant director, Local Health Services, 
New York State Department of Health 


M.D., 


Better Mental Health the Challenge 


The world of health workers was 
challenged to make its contribution to 
the better mental health of the country 
by the 1957 National Health Forum. 
Perhaps the most definite challenge was 
made by Jack R. Ewalt, M.D., director 
of the Joint Commission on Mental 
Health at a luncheon. He suggested com- 
munity mental health studies throughout 
the country to stimulate local interest in 
action, improvement of local mental 
health facilities and services, obtaining 
the facts necessary for sound local plan- 
ning, and contributions to the national 
study undertaken by the Joint Commis- 
sion. For such community studies, Dr. 
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Ewalt suggested the use of profession- 
ally competent personnel and the same 
study design used by the Commission 
in order to obtain comparable data. In 
turn he offered the advice and consulta- 
tion of the Commission in setting up the 
study design and recruiting trained 
personnel. 

Among the areas needing study, ac- 
cording to Dr. Ewalt, are the nature and 
extent of the community’s mental health 
problems, the effectiveness of the com- 
munity’s agencies as resources for deal- 
ing with the problems, the community’s 
activities and resources, and their effec- 
tiveness for mental health promotion 
and the prevention of mental disease 
and, finally, drafting long-range goals, 
based on findings of the study. 

The 1957 National Health Forum and 
the 37th Annual Meeting of the National 
Health Council were held in Cincinnati 
on March 20-22. About 500 persons, 
many of them from the Cincinnati area, 
attended this first meeting outside of 
New York City. At the Council’s busi- 
ness meeting, Basil O’Connor, president 
of the National Foundation for Infantile 
Paralysis, took office as president, suc- 
ceeding Leona Baumgartner, M.D., 
health commissioner of New York. 
Norvin C. Kiefer, M.D., chief medical 
director of the Equitable Life Assurance 
Society of the United States, was se- 
lected as president-elect, in which 
capacity he chairs the Council’s Pro- 
gram Committee. 

The Council’s membership now num- 
bers 59 agencies, including 43 active, 
six advisory, six associate, and four 
sustaining members. 


Meeting of State Health Officers 


The 55th Conference of the Associa- 
tion of State and Territorial Health 
Officers with the Public Health Service 
and the Children’s Bureau and the an- 
nual meeting of ASTHO were held in 


Washington, November 4-8, 1956. 
Surgeon General Leroy E. Burney in his 
banquet address on “New Highways to 
Health” suggested that health needs 
should be as well planned and met as 
highway needs. 

A total of 31 recommendations and 
21 resolutions were passed. Among the 
recommendations were ones for as- 
sistance in civil defense programs, 
extension of the polio vaccine program, 
special attention to migrant labor prob- 
lems, an increased Indian health pro- 
gram, more training of public health 
officers. Resolutions were concerned 
with mental retardation, accident pre- 
vention, nursing homes, radiological 
health, and many others. 

A subcommittee was authorized for 
long-range planning in public health, 
including the promotion of legislation 
and implementation of Association 
policies. The executive committee was 
also authorized to consider a standing 
committee on long-term illness and the 
health of the aging. Also endorsed was 
the establishment of marriage and di- 
vorce and annulment registration areas. 

McCormack awards were presented to 
R. H. Hutcheson, M.D., Tennessee 
health officer, and Wilton L. Halverson, 
M.D., former health officer of California. 
John D. Herron, M.D., chairman of the 
award committee made the presenta- 
tions; Dr. Halverson’s award was ac- 
cepted in his behalf by his successor, 
Malcolm H. Merrill, M.D. 

Meetings in 1957 were approved for 
five affiliate groups, the state directors 
of chronic disease programs, epidemi- 
ologists, directors of public health 
nursing, dental directors, and veteri- 
narians, and a 1958 meeting of the Con- 
ference on Vector Control and Related 
Activities. 

The retiring president, Daniel 
Bergsma, M.D., health officer of New 
Jersey, was given a rising ovation for 
the valuable services rendered the Asso- 


ciation during the year. New officers 


elected are: 


President: Franklin D. Yoder, M.D., Wyoming 
Vice-President: Herman E. Hilleboe, M.D., 
New York 
Secretary-Treasurer: Mack I. Shanholtz, M.D., 
Virginia 
These, together with Drs. Daniel 
Bergsma, New Jersey, and D. G. Gill, 
Alabama (one-year terms), Grady F. 
Matthews, Oklahoma (two-year term), 
and Malcolm H. Merrill, California 
(three-year term), constitute the execu- 
tive committee. 


PERSONALS 


James R. Amos, M.D.,+ former director, Divi- 
sion of Health, Missouri Department of 
Health and Welfare, is now director, Spring- 
field-Greene County Health Department. 
H. M. Harpwicxe, M.D.,* former consult- 
ant, is acting director of the Division of 
Health. 

Joun D. Beater, M.D., until recently in the 
U. S. Navy, has been named to the newly 
created post of medical director, A. E. 
Staley Manufacturing Company, corn and 
soybean processing firm, Decatur, Ill. 

Lynpatt, H. Birrxsecx, R.N.,+ former con- 
sultant, is now senior nursing consultant, 
Washington State Health Department, suc- 
ceeding Epona Branpt,* now nursing chief, 
California Department of Public Health. 

LaVerne Campsett, M.D., M.P.H.,t former 
assistant district health officer, Utica Dis- 
trict, New York State Department of Health, 
has been appointed health commissioner of 
Clinton County, succeeding Donato G. 
Dickson, M.D.,* now health officer of Rock- 
land County. 

J. Dovetas Cotman,* former vice-president, 
Johns Hopkins University and Hospital, is 
now vice-president and treasurer, National 
Blue Cross Association, New York City. 

Peart Parvin, Courter, R.N.,* director, 
School of Nursing, University of Colorado, 
is on leave to assist the University of Ari- 
zona, Tucson, in setting up the first col- 
legiate school of nursing in the state. 

Coronet Francis E. Councit,t deputy direc- 
tor, Armed Forces Institute of Pathology 
and chief pathology and allied science con- 
sultant to the Surgeon General of the Army, 
has retired after more than 30 years on ac- 


* Fellow. 
+ Member. 
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tive duty with the U. S. Army, and is now 
pathologist, Fort Worth (Tex.) Medical 
Laboratories. 

Curtis F. Cutr, M.D.,+ former director, Med- 
ical Field Services, United Cerebral Palsy, 
is now chief, Bureau of Crippled Children, 
New Jersey State Department of Health, 
Trenton. 

Emerson Day, M.D.,+ director, Strang Cancer 
Prevention Clinic, Memorial Center for Can- 
cer and Allied Diseases, New York City, has 
received, on nomination of the New York 
City Cancer Committee, the annual bronze 
medal of the American Cancer Society “in 
recognition of his distinguished service in 
the field of cancer detection and control.” 

Epona M. DeBruter, R.N.,t educational di- 
rector, Nursing Service Division, Marion 
County (Ind.) Department of Public Health, 
is on educational leave at the University of 
Pittsburgh Graduate School of Public 
Health. 

Watter R. peForest, M.D., M.P.H.,* former 
deputy area medical administrator, United 
Mine Workers of America Welfare and Re- 
tirement Fund Office, Morgantown, W. Va., 
has been named director of health, Hamil- 
ton, Ohio. 

Davi Duncan, M.D., formerly with the PHS 
Division of Indian Health, subarea office in 
Window Rock, Ariz., is now health officer, 
Lake and Sanders Counties, Polson, Mont., 
succeeding Joun Dimon, M.D. 

Paut R. Ensicn, M.D.,* former deputy execu- 
tive officer and director, Division of Disease, 
Montana Board of Health, is now health 
officer, Great Falls-Cascade County. He 
succeeds Betty Gitson, M.D., now in 
charge of the State Board of Health, Heart 
Diagnostic and Rheumatic Fever Center in 
Great Falls. 

Istpore S. Fark, Ph.D.,* consultant, has un- 
dertaken a study of health problems and re- 
quirements in the Panama Canal Zone for 
the Canal Zone government, having com- 
pleted health and social security surveys for 
the Republic of Panama. 

Sranrorp F, Farnswortu, M.D.,* formerly 
PASB Zone representative in Central Amer- 
ica and Panama, has been appointed direc- 
tor of health services, Eastern Mediter- 
ranean Region, WHO, succeeding Joun D. 
Corrrett, M.D., who has been transferred 
to the European Office. 

Eucene B. Ferris, M.D., former professor of 
medicine and chairman, Department of Med- 
icine, Emory University School of Medicine, 
Atlanta, Ga., has been named medical direc- 
tor, American Heart Association. 

Davi Frost, M.D.,* former director, Cali- 
fornia State Alcoholic Commission, has been 
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appointed regional medical consultant, San 
Franci-co Regional Office, Office of Voca- 
tional Rehabilitation. 

Rose Go.LpMAN is coordinator of the “Back to 
Work” arthritis program, of the Institute 
for the Crippled and Disabled, New York 
City. 

Harry E. Gorestine, Ph.D.,* associate sci- 
entific director, Quartermaster Food and 
Container Institute for the Armed Forces 
and chairman, Subcommittee on Microbio- 
logical Examination of Foods of the Coor- 
dinating Committee on Laboratory Methods, 
APHA, has received the 1956 Research 
Achievement Award of the Poultry and Egg 
National Board. 

Sapie FisHer Green, former training tech- 
nician, New York State Employment Serv- 
ice, has been appointed counselor, Rehabili- 
tation Division, New York Tuberculosis and 
Health Association. 

Rena Harsc, R.N.,* chief, Bureau of Public 
Health Nursing, California State Health 
Department, has retired. 

Dorotuy V. Hatt, former assistant deputy 
director for defense services for Westchester 
County, has been appointed program as- 
sistant, Bronx Committee office, New York 
Tuberculosis and Health Association. 

Joun J. Haniton, M.D., M.P.H.,* former 


chief, Public Health Division, International 
Cooperation Administration, is now director 
ef public health services, Philadelphia, and 
professor of public health and preventive 


medicine, Temple University School of 
Medicine. 

Janet M. B. Harpy, M.D.,7 former director, 
Bureau of Child Hygiene, has been pro- 
moted to the newly created position of di- 
rector, Section of Preventive Medicine, Bal- 
timore Health Department. 

Rosert R. Harris, M.S.,f has been appointed 
chief, Construction Grant Program, Water 
Pollution Control Program, Public Health 
Service, succeeding Curtiss M. Everts,* re- 
turned to the Oregon State Department of 
Health. 

Atvin R. Jacopson, Ph.D.,* has returned to 
his position as associate professor and head, 
Division of Sanitary Science, Columbia Uni- 
versity School of Public Health and Ad- 
ministrative Medicine, after eight months 
active duty with the Public Health Service 
assigned to the Training Division, Robert 
A. Taft Sanitary Engineering Center, Cin- 
cinnati, Ohio. 

Joun Y. James, M.P.H.,+ is now research as- 
sociate, Program in Medical and Hospital 


* Fellow. 
+ Member. 


Administration, University of Pittsburgh 
Graduate School of Public Health. 

P. M. Kaur, M.B., M.P.H.,t former director, 
Division of External Relations and Techni- 
cal Assistance, has been appointed assistant 
director-general, WHO, Geneva. 

Kraus, M.D.,¢ former assistant di- 
rector, Tuberculosis Control, Pennsylvania 
State Department of Health, has been 
named medical director, Charles H. Miner 
State Hospital, Hamburg, Pa., succeeding 
Freperick R. Lance, M.D.,* reassigned to 
Samuel G. Dixon State Hospital, South 
Mountain. 

Monte Kyte, R.N., is supervisory nurse, Sno- 
homish County Health Department, Wash- 
ington. 

Benn J. Lexanp,* formerly with the Cook 
County Health Department, is now engineer- 
in-charge, Chicago, Illinois Sanitary Water 
Board, serving Cook and five neighboring 
counties. 

Rosert J. Mairetp,? former resident and stu- 
dent of hospital administration, University 
of Pittsburgh Graduate School of Public 
Health, is now assistant administrator, 
Spartanburg (S.C.) General Hospital. 

MIcHALovskis, former sanitarian, 
Seattle-King County Health Department, has 
been assigned as sanitarian for western 
Washington by the Division of Indian 
Health of the Public Health Service, with 
headquarters in the State Health Depart- 
ment offices, Seattle. 

Ossporne, M.D.,* medical officer, Pub- 
lic Health Service, has been assigned to the 
office of Missouri’s Governor James T. 
Blair as consultant on public health matters. 

Cart J. Peter, former health education direc- 
tor, Macon County (Ill.) Tuberculosis As- 
sociation, is now an associate in health 
education, National Tuberculosis Associa- 
tion. 

Davip E. Price, M.D.,* formerly in the Office 
of the Surgeon General, has been advanced 
to Assistant Surgeon General, a rank equiva- 
lent to the Army’s Major General, and has 
been appointed to the newly created post of 
deputy chief, Bureau of Medical Services, 
Public Health Service. 

Tuomas E. Reicuevperrer, M.D., M.P.H.,+ 
is now in the Laboratory Section, National 
Institute of Allergy and Infectious Dis- 
eases, Bethesda, Md. 

Wenvett Rennie, former Seal Sale consult- 
ant, National Tuberculosis Association, has 
been named Christmas Seal Sale director, 
Brooklyn Tuberculosis and Health Associa- 
tion. 

Miss Georce Goss Smiru,} former outpatient 
clinic dietitian at University Hospital, Ok- 


4 


lahoma City, is now nutrition consultant, 
Creek County Health Department, Sapulpa, 
Okla. 

Tuomas A. Speer, M.D., has been assigned to 
the Texas State Health Department by the 
Public Health Service as a consultant on 
civil defense with the Emergency Medical 
Services Division. 

JoserH Stapies, New York public relations 
and financial development executive, has 
been appointed director of development, 
National Society for Crippled Children and 
Adults. 

Ipa Mae Srevens,* morbidity statistician, 
California State Health Department, has 
retired. 

Epwarp L. Stocxton,* formerly with the 
Calhoun County Health Department, is now 
chief sanitarian, Kent County Health De- 
partment, Grand Rapids, Mich. 

Lr. Coronet A. Taytor, M.P.H.,* 
former project scientist, Wright Air De- 
velopment Center, Wright-Patterson Air 
Force Base, Ohio, has been assigned to 
Headquarters Air Research and Develop- 
ment Command (ARDC), Baltimore, Md., 
with the Aeromedical Branch, Human Fac- 
tors Division. 

Mary C. THomson, former public health 
analyst, Public Health Service, has been 


appointed program assistant, Staten Island 
Committee office, New York Tuberculosis 
and Health Association. 

Epwin C. M.D., D.T.M.,+ former 
consultant, Atomic Medicine, Health Office, 


Federal Ciyil Defense Administration, is 
now in the Hospital and Medical Facilities 
Division, Bureau of State Services, Public 
Health Service, Washington, D. C. 

Huntincton Wiiuams, M.D.,* commissioner 
of health of Baltimore, recently took the 
oath of office for a new six-year term. 

BertHa O. YENICEK,* consultant nurse, Divi- 
sion of Tuberculosis Control, Illinois State 
Department of Public Health, has retired 
and been succeeded by Frrepa L. Smitu,+ 
former consultant nurse, in the Division of 
Venereal Disease Control. 


DEATHS 


Atma R.R.L.,¢ of Newfield, N. Y., on 
November 10, 1956 (Statistics Section). 
Wizsur M. Bowman, M.D., city health officer, 

Petersburg, Va. 
Leverett D. Bristor, M.D., Dr.P.H.,* former 
director of public health programs in Penn- 


* Fellow. 
+ Member. 
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sylvania, Maine and New York, on February 
20 at the age of 76 (Occupational Health 
Section). 

Emmett E. Byrp, M.D.,7 director, Washington 
County (Tenn.) Health Department (Health 
Officers Section). 

Ruea P. B.S.M.T.,¢ head techni- 
cian and technical director, Millard Fill- 
more Hospital, Buffalo, N. Y. (Laboratory 
Section). 

Eucene O. Cutmene, M.D., M.P.H.,+ district 
health officer, City Department of Health, 
Jackson Heights, N. Y., June, 1956. (Health 
Officers Section). 

Ora K. Gant, Ph.D.,+ of Arlington, Calif. 
(Food and Nutrition Section). ; 

Henry Martyn Hatt, Jr., M.D., a founder 
of the National Tuberculosis Association on 
January 9 at the age of 85. 

Wituram L. Hucues, Ph.D.,* professor and 
director of health and physical education, 
Temple University, suddenly on February 
20 (School Health Section). 

Joun F. Manoney, M.D.,* director, Bureau 
of Laboratories, New York City Department 
of Health (Laboratory Section). 

James P. Moon, M.D.,¢ director, Franklin 
County (Tenn.) Health Department (Health 
Officers Section). 

Bernice E. O’Brien, M.A., R.N.,* head of 
Department of Nursing, University of 
Dayton, Dayton, Ohio (Public Health Edu- 
cation Section) . 

Georce Pantera, M.D.,f apprentice health 
officer, Erie County (N.Y.) Health Depart- 
ment on January 24 (Health Officers 
Section). 

Jackson T. Ramsaur, M.D.,¥ district health 
officer, Gaston County (N.C.) Health De- 
partment (Health Officers Section). 

A. Reynoxps, M.D.,7 practicing physi- 
cian, San Francisco, Calif. (Public Health 
Education Section). 

Leo Francis Scuirr, M.D.,* health officer, 
Department of Health, and director, Clinton 
County Laboratory, Plattsburg, N. Y. 
(Health Officers Section). 

Henry Ernest Sicerist, M.D.,* formerly pro- 
fessor and director of the Institute of 
Medical History, Johns Hopkins University, 
and recently living in Switzerland to work 
on an eight-volume history of medicine, on 
March 17. Dr. Sigerist was an Honorary 
Fellow of the American Public Health 
Association. 

Bernuarp J. Stern, Ph.D.,¢ lecturer in soci- 
ology, Columbia University, and lecturer in 
anthropology, New School for Social Re- 
search, New York, N. Y. (Medical Care 
Section). 
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CONFERENCES AND DATES 


American Public Health Association, 85th 
Annual Meeting, Cleveland, Ohio. 
Headquarters: Public Auditorium. No- 
vember 11-15. 


State and Regional Public Health Meet- 
ings: 

Arizona Public Health Association. West- 
ward Ho Hotel. Phoenix, Ariz. May 
6-8. 

Colorado Public Health Association. Broad- 
moor Hotel, Colorado Springs, Colo. 
May 23-24. 

Georgia Public Health Association. Bon 
Air Hotel, Augusta, Ga. May 12-15. 

Idaho Public Health Association. Shore 
Lodge, McCall, Idaho. May 10-11. 

Louisiana Public Health Association. Bent- 
ley Hotel, Alexandria, La. May 2-3. 

Michigan Public Health Association. Pant- 
lind Hotel, Grand Rapids, Mich. May 
1-3. 

Missouri Public Health Association. Hotel 
Missouri, Jefferson, Mo. May 9-11. 

New England Health Institute. University 
of Massachusetts, Amherst, Mass. June 
13-15. 

New Mexico Public Health Association. 
Santa Fe, N. M. May 27-28. 

New York State Public Health Association. 
Albany, N. Y. June 24-27. 

North Carolina Public Health Association 
with Southern Branch, APHA. Asheville, 
N.C. May 28-31. 

Ohio Public Health Association. Neil 
House, Columbus, Ohio. May 28-29. 

South Carolina Public Health Association. 
Ocean Forest, Myrtle Beach, S. C. May 
9-11. 

Southern Branch, APHA with North Caro- 
lina Public Health Association. Asheville, 
N.C. May 29-31. 

Utah Public Health Association. Salt Lake 
City, Utah. May 16-17. 

Virginia Public Health Association. Hotel 
Roanoke, Roanoke, Va. May 14. 

West Virginia Public Health Association. 
Prichard Hotel. Huntington, W. Va. 
June 6-7. 

Western Branch, APHA. Lafayette Hotel, 
Long Beach, Calif. May 29-June 1. 
Wisconsin Association for Public Health. 
Memorial Union, University of Wisconsin, 

Madison, Wis. June 12-13. 

Wyoming Public Health Association. 

Cheyenne, Wyo. May 20-31. 


Meetings of Other Organizations Coming 
in May, June, and July: 
Aero Medical Association. Shirley Savoy 
Hotel, Denver, Colo. May 6-8. 


American Congress on Maternal Care. 
Palmer House, Chicago, Ill. July 8-12. 

American Diabetes Association. Hotel 
Commodore, New York, N. Y. June 1-2. 

American Hearing Society, St. Louis, Mo. 
June 5-8. 

American Home Economics Association. 
St. Louis, Mo. June 25-28. 

American Library Association. Kansas City, 
Mo. June 23-29. 

American Medical Association. Coliseum 
Building, New York, N. Y. June 3-7. 
American National Red Cross Convention. 

Washington, D. C. May 20-22. 

American Physical Therapy Association. 
Hotel Statler, Detroit, Mich. June 23-29. 

American Psychiatric Association. Chicago, 
Ill. May 13-17. 

American Society of Medical Technologists. 
Palmer House, Chicago, Ill. June 23-29. 

Harvey Tercentenary International Congress 
on Circulation. The Royal College of 
Surgeons, London, England. June 3-7. 

International Congress on Nutrition 
(Fourth). Paris, France. July 24-29. 

International Congress on Occupational 
Health (Twelfth). Helsinki, Finland. 
July 1-6. 

International Hospital Congress (Tenth). 
Lisbon, Portugal. June 3-7. 

International Poliomyelitis | Conference 
(Fourth). Geneva, Switzerland. July 
8-12. 

International Society for the Welfare of 
Cripples (Seventh). London, England. 
July 22-26. 

National Conference on Social Welfare. 
Philadelphia, Pa. May 19-24. 

National League for Nursing. Biennial 
Convention, Chicago, Ill. May 6-10. 

National Tuberculosis Association. Kansas 
City, Mo. May 5-10. 

Purdue Industrial Waste Conference. Pur- 
due University, Lafayette, Ind. May 
13-15, 

Quadrennial Congress of the International 
Council of Nurses (Eleventh). Rome, 
Italy. May 27-June 1. 
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nutritional support can easily be given 
as part of the diet 


Ovaltine provides a wealth of essen- 
tial factors which aid the body against 
the detriment of various stresses. And 
Ovaltine’s chemical and mechanical 
blandness combined with good taste 
make it especially valuable in many 
bland diets. 

Ovaltine is a soothing, nourishing, 
well-tolerated beverage that’s ideal 
for use in many stress states where 
stimulating beverages are usually 
contraindicated. 

Patients like Ovaltine hot or cold, 
at any time of the day. 


Three servings of Ovaltine and milk provide: 
VITAMINS 


idoxine.. .. 
Vitamin Biz 


S32 


Ovaltine’« 


The World’s Most Popular Fortified Food Beverage 
The Wander Company, 105 W. Adams St., Chicago 3, Ill. 
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in many stress states 
tt 
*Caicium......1 
Cobsit.. .. . . 0.006 
Sodium. ..... .560 
Magnesium. . . .120 
Manganese... . 
Potassium... 1300 
00000. 
*PROTEIN...........32 
CARBOHYDRATE. .. .65 
“Nutrients for which dietary allowances are recom- ; 
‘by the Notions! 
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10th EDITION OF DAIRY PRODUCTS 


The 10th Edition of Standard Methods for the Examination of Dairy 
Products is now available. This half-century old authority in the laboratory 
examination of milk, cream, and frozen dairy food ingredients has been com- 
pletely rewritten. Important changes will found in: 


Emphasis on direct microscopic clump counts. 
Methods of sampling milk and cream. 


Determination of time lag in obtaining uniform temperature in all milk or cream 
in various sizes and shapes of tanks. 


Substitution of swab method for determining surface contamination of equipment. 
Emphasis on use of 3-A Sanitary Standards for equipment. 

Use of milk-free plating medium. 

Approval of a metal syringe measuring 0.01 ml test portions of milk or cream. 
Stains approved for direct plate counts. 

Interpretations of coliform counts. 


Approved phosphatase tests. 


Directions for the Milk Ring Test are included for the first time. The 
chapters on vitamin determinations have been omitted. 


Enforcement agencies, producers, and processors must have this new edition 
to know the requirements of local or state ordinances and laws that specify 
Standard Methods as the official laboratory procedures. 


Price $4.75 


Also available 


Reprint of the second chapter, “Microbiological Methods for Milk and Cream,” 
10th Edition. 75 cents. Photographic Sediment Chart, 10th Edition, $1.50. 
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The American Public Health Association acknowledges with deep appreciation its indebtedness 
to these Sustaining Members whose annual dues help support its general program 


Sustaining Members 


Amalgamated Laundry Workers Health Center, Inc., New York, N. Y. 
— Pa Cutters and Butcher Workmen of North America, 
icago, Ill. 

American Bottlers of Carbonated Beverages, Washington, D. C. 

American Can Company, New York, N. Y. 

American Federation of Labor and Congress of Industrial Organizations, 
Washington, D. C. 

Association for the Aid of Crippled Children, New York, N. Y. 

George Baehr, M.D., New York. N.Y, 

Borden Company, New York, N. Y. 

Chicago Office, Theatre, and Amusement Building Janitors’ Union, Local 
25, Chicago, Ill. 

Chlorine Institute, Inc., New York, N. Y. 

Department of Nursing, University of Miami, Coral Gables, Fla. 

Difco Laboratories, Detroit, Mich. 

Diversey Corporation, Chicago, Ill. 

Equitable Life Assurance Society of the United States, New York, N. Y. 

Grand Concourse Medical Group, New York, N. Y. 

Harold Faggen Associates, New York, N. Y. 

Hellige, Inc., Garden City, N. Y. 

Hoffmann-LaRoche, Inc., Nutley, N. J. 

International Association of Ice Cream Manufacturers, Washington, D. C. 

International Association of Machinists, Washington, D. C. 

International Equipment Company, Boston, Mass. 

International Union, UAW, Detroit, Mich. 

Jamaica Medical Group, Jamaica, N. Y. 

John Hancock Mutual Life Insurance Company, Boston, Mass. 

Lederle Laboratories Division, American Cyanamid Co., New York, N. Y. 

Licensed Beverage Industries, Inc., New York, N. Y. 

Life Insurance Company of Virginia, Richmond, Va. 

Lily-Tulip Cup Corporation, New York, N. Y. 

Merck Sharp & Dohme, Research Laboratories, Division of Merck & Co., 
Inc., Rahway, N, J. 

Metropolitan Life Insurance Company, New York, N. Y. 

Montefiore Hospital Medical Group, ne York, N. Y. 

National Association of Social Workers, Medical Social Work Section, 
New York, N. Y. 

National Dairy Products Corporation, New York, N. Y. 

New York Hotel Trades Council and Hotel Association Health Center, Inc., 
New York, N. Y. 

Oval Wood Dish Corp., Tupper Lake, N. Y. 

Owens-Illinois Glass © mpany, Libbey Glass Division, Toledo, Ohio 

Prudential Insurance Company of America, Newark, N. J. 

Rip Van Winkle Clinic, Hudson, N. Y. 

Ross Laboratories, Columbus, Ohio 

Ross-Loos Medical Group, Los Calif. 

Sealright Company, Inc., Fulton, N. Y. 

Sidney Hillman Health Center, New York, N. Y. 

Sodiienn Company, Kansas City, Mo. 

E. R. Squibb and Sons, New York, N. Y. 

Steiner Sales Company, Chicago, Ill. 

Sun Life Insurance Company, Baltimore, Md. 

Travelers Insurance Company, Hartford, Conn. 

Union Central Life Insurance Company, Cincinnati, Chio 

Upjohn Company, Kalamazoo, Mich. 

Winthrop Laboratories, Inc., New York, N. Y. 

Wyeth Laboratories, Inc., Philadelphia, Pa. 
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Send for this valuable, authoritative 52-page 
guide-book. Describes proper poo! opera- 
tion. Complete data, photos, prices on over 
100 different pool products—including filters, 

Pp t and suppl manufactured by 
Modern—largest, oldest firm specializing in 
the manufacture of every item to build or 
maintain any pool. 


For FREE copy write for Catalog & Data Book 
No. 22E. 


(MOderD SWIMMING POOL CO., INC. 


One Holland Ave., White Plains, N.Y. 
Manufacturers of Swimming Pool Supplies Since 1935 
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A dramatic chapter of 
medical history still in 


the making 
The Fight for 


FLUORIDATION 


By Donato R. McNett 


crystal-clear 
picture of what 
the fight is really 
about and the 
motives and 
methods of the 
opposing camps.” 
—BENJAMIN Spock, 
M.D. 


At all bookstores 
$5.00 


OXFORD UNIVERSITY PRESS, Inc. 
New York 11, New York 


Directory of Health Service 


BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 


Reports, Designs, Supervision of Construction, Investi- 


gations, Valuation and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


EMERSON VENABLE, P. E. 
Chemist and Chemical Engineer 
Atmospheric Pollution. 


Industrial Hygiene Chemical Warfare 


6111 Fifth Ave., Pittsburgh 32, Pa. 


TPIl 


(Treponema Pallidum Immobilization Test) 


Information on fees, and on collection and sub- 


mission of specimens furnished upon request 


THE DICKMAN LABORATORIES 
1415 W. Erie Ave. 


Philadelphia 40, Pa. 


PROFESSIONAL EXAMINATION SERVICE 
A Personnel Administration Service in the 


Field of Public Health 
Available to State and - Health Departments 


an 
Merit Systems 
Examinations Field Consultation 


Ameen Public Health Association, Inc. 
790 Broadway, New York 19, N. Y. 
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BBL 
TAXOS 


for 


rapid recognition 
P for Pneumococci 
A for Group A Streptococci 


Write for Folder No. 466-7 


BALTIMORE BIOLOGICAL 
LABORATORY, INC. 


A Division of Becton, Dickinson & Co. 
BALTIMORE 18, MD. 


Preserve your JOURNALS 
with a Jesse Jones 


Volume File 


Specially designed and produced f 
the American Journal of Public Health, 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, st 
volume File on your book shelf. Its ri 

red and green Kiver cover looks and 
feels like leather, and the 16-carat gold 
leaf hot-embossed lettering — it a 
fit companion for your finest bindings. 


The Volume File is reasonably priced, 
in spite of its costly appearance. It is 
sent postpaid (except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 
more convenient and economical to 
order 3 for $7.00 or 6 for $13.00. Satis- 
faction guaranteed. For prompt ship- 
ment, order direct from the: 


American Public Health Association 
1790 Broadway, New York 19, N. Y. 


1790 Broadway 


(Please type or print) 
NAME 


AMERICAN PUBLIC HEALTH ASSOCIATION, 


Inc. 
New York 19, N. Y. 


APPLICATION FOR MEMBERSHIP 


MAILING ADDRESS 


(street) 


PRESENT POSITION 


(city) (zone) (state) 


(title) 


BUSINESS ADDRESS 


(organization) 


(street) 


PRIOR EXPERIENCE 


(city) (zone) (state) 


(title) 


(organization) 


(city and state) (dates) 


PLACE AND DATE OF BIRTH 


EDUCATION (schools, dates, degrees if any) 


PROFESSIONAL SOCIETY MEMBERSHIPS 


Please complete application on 


reverse side 
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en, 


CELLS 


PREPAID 
Via Air Mail Special Delivery 


Every 
Two Weeks 


$3.60 per month 
. 4.10 per month 
.. 6.10 per month 


effective 


Write for free sample and other 
practical information you desire 


A specific immunizing antigen for prevention of 

mumps in children and adults where indicated. 

Vaccination should be repeated annually. THE BROWN LABORATORY 

LEDERLE LABORATORIES DIVISION 302 Watson, P. O. Box 424 
AMERICAN CYANAMID COMPANY TOPEKA, KANSAS 


PEARL RIVER, NEW YORK 


(Continued from previous page) 

SECTION AFFILIATION DESIRED (choose only one) 
Health Officers _____Food and Nutrition School Health 
_______ Laboratory Maternal and Child Health Dental Health 
___Statistics Public Health Education Medical Care 
___Engineering and Sanitation _ Public Health Nursing ______ Mental Health 


Occupational Health Epidemiology - Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the American 
Public Health Association. If you cannot obtain the actual signature, print the name and 
address so that the Administrative Office may procure it for you. 


(signature) (address) 


ANNUAL DUES: United States $10.00; elsewhere $11.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American Journal 
of Public Health. 


The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members joining 
after July 1 will receive the Journal beginning with July; such applicants may pay one year’s 
dues covering the period July through June, or one-and-a-half year’s dues, thus adjusting dues 
to the membership calendar year. 

Dues must be received before applications are reviewed by the Committee on Eligibility 


A remittance for $_____is enclosed. Send bill to 


DATE SIGNATURE 
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1790 Broadway at 58th Street 


American Journal of Public Health and the 
Nation’s Health. Single copies 

APHA Year 

An Appraisal Methed for Measuring the Qual- 
ity ef Housing: A Yardstick for Health Offi- 
cers, Housing Officials and Planners: 

Part I. Nature and Uses of the Method. 1945 
TB 
Part i. Appraisal of Dwelling Conditions. Vol. 
A—Director’s Manual, $3.00. Vol. B—Field 
Procedures. $2.00. Vol. C—Office Procedures, 


$2.00. 1946; or three for......sssseseecesseees 
Part Ill. Appraisal of Neighborhood Environment 
1 


Basic Principles Housing. 
reprinted 1950. 
Care of Animals. 1954 32 pp.. 
Control of C in 
Diagnostic Procedures and R 
for the Laboratory Diagnosis ‘and Control of 


the 3rd ed., 1950 
Diagnostic Procedures for Virus and Rickettsial 
Diseases. 2nd ed. 1956. S12 
Directory of Public Health Statisticians. Sth ed. 
BSED. 


Evaluation Eprom For use in the study and 
ity health programs......... 
General saattost Care Programs in Local Health 
Departments. Milton Terris and Nathan Kramer. 
Guide for the Medical and Public Health Nursing 
Supervision of Tuberculosis Cases and Con- 


GD. 
Guides te Services for Handicapped Children: 
1955. 


Cleft Lip and Cleft Palate—88 pp...........-sseee05 
Dentofacial Handicaps—80 p 


Hearing Impairment—1956. 108 
Vision and Eye Problems—1956. 108 pp........... 
Health Practice indices 1947-1948. A _ collec- 
tion of charts showing the range of accomplish- 


Bacterial Cleanability of Various Types of Eating 
Surfaces. February, 1953. 12 
Bookshelf on Epidemiology and Evaluation, The 
Medical Officer’s. April, 1957. 16 pp............. 
Bookshelf on Foods and Nutrition. April, 1955. 
12 
Bookshelf on Mental Health. April, 1956. 12 pp... 
Certain Aspects of the Microbiology of Frozen 
Concentrated Orange Juice. June, 1956. 8 pp... 
Conclusion of a Ten-Year Study of Water Fluori- 
dation. March, 1956. 8 pp......sccsssecceccseeves 
Creative Health and the Principle of epee 
Mentum. February, 1956. 12 
Giver’s Dilemma. Editorial. October, 1954. 4 "pp. 
How Can We Improve Our Teaching of Pub- 
Mo July, 
Lemuel Shattuck — Still a Prophet. February, 
The Lecal Health Department—Services and Re- 
sponsibilities. An official statement of the Amer- 
ican Public Health Association. March, 1951. 3 pp. 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


Publications of the APHA 


$1.00 


-50 
-50 
-50 
$1.50 
-50 
-50 


Order from the Book Service — Advance Payment Is Requested 


Reprints from the American Journal of Public Health 


$.25 


25 


-10 


Order from the Book Service — Advance Payment Is Requested 


New York 19, N. Y. 


ments in various fields of community health serv- 


Health Supervision of Young Children. 180 pp... $2.00 
Housing An Aging Population. 1953. 92 pp..... $1.50 


Methods for Determining Lead in Air and in 
Biological Materials. 2nd ed. 1955. 69 pp.... $1.25 


Nutrition Practices: A Guide for Public Health 


Administrators. 80 pp... $1.00 
Occupational Lead Exposure and Lead Poison- 
ing. 1943. 67 pp...... eve 


Panum on Measles. By P. L. Panum (Transla- 
tion from the Danish). — Omega ed., 1940. 


BD 
Proposed Housing Ordinance. 1952. 24 pp 


Public Health Career Pamphlets. 
Public Health—A Career with a Future. Revised 


Selected Papers of Joseph W. M 


$5.00 
“Shattuck Report,” The. Report of the 
Commission of Massachusetts: 1850. 321 pp....... $4.50 
Standard Methods for the Examination i Dairy 
Products. 10th ed., 1953.. 345 pp.......--+eeseee $4.75 
Microbiclogical Examination of Milk and 
Cream: Chapter 2 only. 64 pp........+++ -75 
Photographic Sediment Chart................ . $1.50 


Standard Methods for the Examination of Water, 
Sewage and Industrial Wastes. 10th ed. 1955. 
Special price to members of APHA, AWWA, and 
FSIWA on prepaid orders only for a single copy $6.50 
Standards fer Healthful Housing: 
Planning the Home for Occupancy. 1950. 90 pp... $2.00 
Construction and Equipment of the Home. 1951. 
$2.00 
Swimming Pools and Other Public Bathing 
Places. Recommended Practice for Design, Equip- 


ment and Operation of, 1957..........+-seeees-eee $1.00 
35 Year Index of the American ar of Public 

Health. Years 1911 to 1945. pp. Buck- 


Method of Evaluating and Eageweine the Quality 
8 pp 


of Medical Care, A. July, 1956. 8 pp.........+.++ $.15 
Nurses’ Training in Mental Health ee of 
Public Health Field Work. June, 1956. -10 
On the Use of Sampling in the Field of Pibiie 
Health. June, 1954. 24 
Public Health Problem of Accidental Poisoning. 
Relations Between Mental Health and Public 
Health. July, 1956. 8 oo BD 
State Health and Respon- 
sibilities. February, 1954. 20 -35 
Suggested Home Accident Prevention Activities 
for Health Departments. May, 1956. 8 pp....... -1l0 
Tax-Supported Health and Welfare Services. 
January, 1957. 8 
Tax-Supported Medical Care for the Needy. > 
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Announcing a really new sanitizer 


..actually brightens 
Stainless steel equipment. 


offecline ama. 


water, at all ordinary temperatures. 


clear solutions, leaves no film. 


... prevents 


milkstone and hard water build-up. 
new Pennsan 


NON-CORROSIVE SANITIZER 


With pride Pennsalt announces PENNSAN ... the only prod- 
uct of its kind... new concept in sanitizing solutions. 
Pennsalt scientists worked for nine years in the lab... 
with leading universities, equipment manufacturers, and 
dairy sanitarians to develop and field-test PENNSAN. The 
result! A new non-corrosive sanitizer for use on all types 
of dairy equipment. It is also an excellent cleaner. 


Send for complete information and instructions. Write 
to BeK — 472. 


Pennsalt 
Chemicals 


Ne 
Pennsalt Chemicals Corp. two easily-ha ndied ga tes, aio hes 
3 Penn Center, Philadelphia 2, Pa. pe ing cup and full directions for 


| 

S ehnsan 

| 


Centrifuge Inside — Controls Outside 
the Cold Room or Chamber 


International’s 
new high-speed 
angle centrifuge 

model HT 


A fully enclosed table model with 
speeds up to 17,000 r.p.m.*, forces up to 
34,390 G* and capacity of 400 ml, 


featuring 


Complete Protection for the Operator... 

Two thicknesses of heavy-gauge steel — guard bowl plus 
cabinet — protect operator from rotating head. Cover of 
thick plate steel is held securely with rugged hinge and 
lever lock. 
Removable Instrument Panel for Remote Control... 
Front panel unit, containing all instruments and controis can 
be removed easily from cabinet and is portable, allowing 
remote control operation when centrifuge is located in a 
cold room or chamber. 


Complete Instrumentation . .. 

Electric Tachometer constantly indicates true operating 
speed, regardless of line voltage fluctuations. 

Ammeter shows current flow for acceleration control. 
Automatic Timer shuts off centrifuge at selected time 
interval. Timer can be eliminated by cutout switch. 
Autotransformer gives stepless speed control without heating. 
Protective No-Voltage Relay, Pilot Light and Safety Fuse. 
Unique Cooling System... 

A specially designed air circulation system provides maximum 
cooling of head and bearings. 


*Note: speeds are obtained at 115 volts input to centrifuge; force is effective 
centrifugal force figured at the maximum radius of the material being centrifuged. 


WRITE FOR BULLETIN E 


International Equipment Co. 


1284 SOLDIERS FIELD ROAD + BOSTON 35, MASSACHUSETTS 
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uf il, These reagents are prepared and standardized to preserve 
Wide unaltered the properties of the original material and include 
Vai those commonly employed for the slide, roller tube and 
flask culture techniques for ptopagation and study of tissue * 
cells and viruses 


REAGENTS OF ANIMAL ORIGIN: Desiccated and Liquid 


Plasma, Scra and Serous Fluids 
Embryos and Embryo Extracts 
Ulerafiltrates 


REAGENTS, CHEMICALLY DEFINED-Dilute and Concentrate 


Synthetic Media—Eagle-HeLa, Eagle L, Scherer, 
199, 703 and all formulas 

Balanced Salt! Solutions —Earle, Gey, Hanks, 
Osgood, Simms, Tyrode and all formulas 


ENZYMES INDICATORS AMINO ACIDS ° 
HYDROLYSATES MEDIA ENRICHMENTS 
BIOCHEMICALS CARBOHYDRATES 


Descriptive Literature sent upon request 


DiFco LABORATORIES 
DETROIT 1, MICHIGAN 
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